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len years ago I presented before this section a paper in which for 
the first time attention was called to the morphologic instability of 
cutaneous lesions and to the difference between the static and the 
dynamic conception of cutaneous morphology. Since then, personal 
clinical experience and a study of the literature have increasingly con- 
firmed my conviction of the correctness of the dynamic point of view. 

Of all the elements of dermatologic research, none has shown such 
astounding growth as morphology. Fed by an endless stream of clinical 
observations, an ever increasing number of morphologic types and sub- 
divisions have been described. An ever increasing refinement and multi- 


plication of morphologic details are being used in describing and 
identifying individual dermatoses. As a result dermatologic nomenclature 


and classification have become so immense and complicated as to be a 
source of despair and bewilderment to the general practitioner and, 
what is more, a source of confusion and embarrassment even to the 
hest trained dermatologist. 
DEFINITION OF CLINICAL ENTITY 

The static point of view permeating the current system of dermato- 
logic classification can be best illustrated through analysis of the so-called 
clinical entity, which is the basic nosologic unit of this system. It is of 
interest to note that none of the numerous American textbooks of der- 
matology makes any attempt to analyze the basic morphologic concepts 
or to rationalize classification. All use the old Hebra pathologic classifi- 
cation, which is admittedly unsatisfactory. The American Dermatological 
\ssociation has despaired of making a rational classification and lists 
the dermatoses in alphabetical order. 

The conception of a clinical entity implies at least three fundamental 
points: a definite morphologic picture, a definite histopathologic picture 
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and a definite etiology. The static conception of a clinical entity implies 
a stability of morphologic characteristics, which allows one to differen- 
tiate one clinical entity from another. It implies that individual derma- 
toses cannot merge one with another or be transformed one into another, 
and the only form of combination possible is the coexistence of the two 
in one person. As a result the student of dermatology is led to believe 
that clinical dermatology is merely an aggregation of so many inde- 
pendent morphologic units. As a late sequel the dermatologic concep- 
tions of the general practitioner develop along the same static lines. In 
his struggle for a clinical diagnosis of various dermatoses he is still 
looking for a fixed morphologic design as pictured in an atlas of 
cutaneous diseases. If the morphologic picture of the condition differs 
in any particular from the picture in the atlas, he is lost, as he is 
unable to detach from his mind the static conception of the dermatosis 
as a rigid, stationary pictorial design. 


DYNAMIC POINT OF VIEW 


In direct antithesis to the static point of view is the dynamic point 
of view. The difference between these two conceptions is deep and 
fundamental. The dynamic conception considers all dermatoses as 
merely cutaneous reactions to various local or systemic insults. Mor- 


phologically, the cutaneous reaction may assume any of the forms 
described as clinical entities, but it must be regarded not as a static 
morphologic design but as a living dynamic biologic phenomenon 
which may change its morphologic features and which may merge and 
combine with other clinical units and finally may be transformed 
altogether into another dermatosis. This conception of mobility and 
instability of cutaneous reactions is the fundamental and basic principle 
of the dynamic point of view. 


THE CURRENT MORPHOLOGIC SYSTEM ANALYZED FROM THE 
DYNAMIC POINT OF VIEW 


The basic conception of the current morphologic system is the 
clinical entity, which implies that each dermatosis has its own indi- 
vidual pathologic and morphologic characteristics by which it can be 
identified and differentiated from other dermatoses. If this static con- 
ception is correct, dermatoses which are regarded as independent clin- 
ical entities may exceptionally be coexistent in the same person but are 
sufficiently differentiated to preclude the possibility of confusion caused 
by the overlapping and merging in one person of the morphologic 
features of different dermatoses. It is but natural that the static con- 
ception of clinical entities works out most satisfactorily in cases of 
localized dermatoses, such as tumors and new growths and some local 
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ifections or parasitic dermatoses, because the pathologic and the clin- 
evolution of these forms are extremely sluggish and well nigh 
pproach the condition of static states. 


BORDERLINE FORMS 

The moment the static conception of the clinical entity enters the 
field of systemic dermatoses, calling for a broader biologic point of 
view, it breaks down completely and leaves its devotees in the utmost 
confusion and bewilderment. 

\s dermatologic records accumulate from an ever-increasing volume 
of clinical material, the pathologic and morphologic characteristics 
attached to the various clinical entities prove inadequate for differen- 
tiation in a large number of cases. The clinical forms which belong to 
entirely different groups show in many instances such resemblance as 
to suggest a close morphologic relationship. 

In order to correct and rationalize the morphologic incongruities 
and impasses constantly facing the dermatologist under the current 


static conception of morphology, the conception of borderline forms, a 
compromise and makeshift, has been created. Almost every important 
vroup of dermatoses has been supplemented with these borderline 


forms. I shall cite some of the most conspicuous and concrete examples. 

1. The association and blending of lesions of erythema multiforme 
and urticaria are common. This condition represents a true type of 
borderline form and clinically cannot be separated into component parts. 


2. Similarly, a differentiation between mild cases of pemphigus 
and cases of bullous types of erythema multiforme on morphologic 
yrounds is impossible in many cases of transitional forms, and the final 
diagnosis is determined only by the course of development of the 
disease. 

3. Again, pemphigus is in many cases indistinguishable from der- 
matitis herpetiformis. In fact, the French call Duhring’s disease pem- 
phigus prurigineux. 

4. Still another borderline form is to be found between pemphigus 
and certain types of bullous impetigo, particularly in children. Impetigo 
of the new-born has the current name of pemphigus neonatorum. 

5. The attempt to keep up a morphologic duality between the rash 
of scarlet fever and the so-called toxic scarlatinoid erythemas has 
created another large group of borderline cases that are morphologically 
indistinguishable. 

6. A similar diagnostic will-o’-the-wisp has been created through 
the insistence of dermatologic tradition on a morphologic duality 
between eczema and dermatitis. Yet no difference in either the mor- 
phologic or the pathologic characteristics has even been proved. 
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7. Squamous and exfoliating groups of dermatoses also have bo: 
derline forms. Irrespective of the original claim by Unna that 
seborrheic dermatitis is eczema and irrespective of the contention by 
Walker, of Edinburgh, that psoriasis and seborrheic dermatitis are iden 
tical conditions, it must be admitted that seborrheic dermatitis and 
eczema, on the one hand, and seborrheic dermatitis and psoriasis, on 
the other, present a large number of hybrid forms and various com- 
binations. 

8. Fox! and, later, I? pointed out the occurrence of borderline 
forms between pityriasis rosea and tinea corporis which may blend 
their morphologic features to a considerable degree. 

9. Enormous in scope and of great clinical importance, the group 
of granuloma fungoides, leukemids and certain types of sarcomatosis 
of the skin, at present known under the name of lymphoblastomas, 
admittedly presents many borderline cases defying clinical and patho- 
logic differentiation. In this connection it may be remarked also that 
early prefungoid patches may be indistinguishable from eczema. 

10. The nosologic position of so common a dermatologic condition 
as lichenification is not settled yet, and it can be considered as a border- 
line form. Some consider it a type of eczema; others believe it to be 
lichen, and the French regard it as a separate entity—a neurodermatitis 

11. Generalized herpes zoster, or rather a combination of zoster 
with generalized lesions of varicella, is another puzzling example of a 
borderline condition. 

12. Still more curious and baffling is the recently differentiated 
syndrome known as Senear-Usher’s pemphigus, which presents, alter- 
nately or simultaneously, a combination and blending of lesions of 
pemphigus, seborrheic dermatitis and lupus erythematosus. 

The fact that the cited series of borderline forms represent prac- 
tically every important group of dermatoses cannot be accidental; it 
conclusively points to an organic defect in the basis of the current 
classification. This defect is the “static point of view.” If it is changed 
to the “dynamic point of view,” the seemingly abnormal situation of 
created independent clinical entities, which do not stand separated but 
run one into another and have differential characteristics that do not 
differentiate, solves itself. With the assumption of the dynamic point 
of view, that the morphologic features and syndromes are merely 
cutaneous reactions which are mobile, flexible and capable of mutual 
fusing and transformation, the apparent paradoxes and clinical incon- 


1. Fox, G. H.: A Broader View of Pityriasis, J. A. M. A. 59:493 (Aug. 17) 


1912. 
2. Scholtz, M.: Borderline Cases of Pityriasis Rosea and Tinea Circinate, 


Lancet-Clinic 108:594, 1913. 
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vruities of the current static system clear up by themselves, and the 
encroachment of one cutaneous reaction on the other will not appear 
surprising but natural. 

POLY MORPHISM 

There are other morphologic phenomena which are unexplainable 
under the current static conception. Such, for instance, is the phe- 
nomenon of polymorphism. 

1. The simplest type of polymorphism is found in eczema, which 
may present various morphologic types—erythematous, papular, vesic- 
ular, keratotic, squamous, verrucous and others. Yet all its various 
types present certain morphologic traits which permit one to identify 
eczema as a morphologic entity. 

2. The second most common type of polymorphism is found in 
cases of erythema multiforme, which occurs in the erythematous, 
papular or bullous form. In this condition, also, the polymorphism is 
not sufficient to disguise or wipe out the clinical identity. 

3. A striking case of polymorphism is presented by syphilis. The 
notorious saying that syphilis can mimic almost every dermatologic 
lesion can be verified by daily experience. The morphologic versatility 
of syphilitic lesions ranging from the bullous hereditary type to the 
tertiary keratotic type is astounding. How fortunate that a few specific 
stigmas common to all these manifold morphologic forms allow a 
trained eye to detect the common parent of them all—Spirochaeta 
pallida ! 

4. The frequency and extent of the polymorphism of the various 
dermatoses, both systemic and local, are not commonly realized. Among 
the systemic dermatoses leukemia presents a variety of morphologic 
tvpes, such as urticarial, papular, vesicular, pigmented and eczematoid 
forms, diffuse erythrodermas of the exfoliating, hemorrhagic-petechial 
or diffuse type, ulcers and necroses and, finally, specific bluish lympho- 
granulomatous tumors. 

Even local infections and parasitic dermatoses may present marked 
polymorphic types. 

5. The rare but important condition of diphtheria of the skin may 
appear as one of the following morphologic forms: eczematoid, 
impetiginous, ecthymatous, pustular, vesicular or bullous lesions, whit- 
low and ulcerative lesions, with or without the formation of false 
membranes, and tumors, abscesses or gangrene. 

6. One of the most interesting polymorphic dermatoses has been 
uncovered by the latest research on dermatophytosis, which has been 
regarded hitherto as a simple and insignificant morphologic form. The 
variety of clinical cutaneous lesions caused by Trichophyton and Epi- 
dermophyton is remarkable. What a far cry from an old fashioned 
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patch of ringworm or from the time-honored eczema marginatum to 
multiple eczematoid disseminated tinea of the body or to the modern 
type of intertriginous, vesicular, pompholyx-like, squamous, keratotic, 
palmar and plantar lesions and, still further, to the lichen planus-like 


trichophytid ! 

7. The most spectacular and impressive example of polymorphism 
is found in cases of drug eruptions. Only a few drugs, such as 
bromides, iodides, antipyrine and phenolphthalein, produce character- 
istic rashes. The majority of drug rashes are polymorphous and 
cannot be identified morphologically. Some drugs, such as arsenic, 
can induce almost the whole gamut of primary dermatologic lesions. 
It is admitted universally that a single drug may produce various types 
of eruption and that, on the other hand, the same type of eruption may 
be induced by different drugs. In the face of such striking examples 
of polymorphism and interchangeability of cutaneous reactions, how 
can one cling to the static conception of clinical entities as independent, 
fixed, immutable units separated from each other by their morphologic 
attributes? When clinically indistinguishable forms of lichen planus- 
like eruptions can be produced by such widely divergent etiologic factors 
as arsphenamine poisoning and Trichophyton, how can one consistently 
maintain the inviolability and immutability of the static conception of 
the clinical entity? 

MORPHOLOGIC MONSTROSITIES 


Under the most rational system of classification greater or lesser 
deviations from the normal type may occur, constituting a class of 
atypical conditions. Such conditions, numerous as they may be, do 
not conflict with the basic principle of classification and do not present 
any puzzling or unexplainable problems. It is entirely different with 
the so-called freakish or hybrid conditions in which there are features 
of two entirely different morphologic groups, often conflicting and 
mutually excluding each other under the present system, conditions 
which cannot be explained on the basis of the current classification. 
Lesions of this kind are not as rare as might be expected. They are 
established in the literature as well recognized morphologic entities. 

As examples of freakish conditions or morphologic monstrosities 
the following can be cited: pustular psoriasis, bullous lichen planus, 
bullous ichthyosis and vesicular pityriasis rosea. 

Lesions like these cannot be explained under the present static 
point of view. Yet they are easily understood and explained if one 
adopts the dynamic conception of the morphologic instability and 
mobility of the dermatoses and their capacity for blending and com- 
bination. 
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MORPHOLOGIC TRANSFORMATION 


The most telling refutation of the static morphologic point of view 
is supplied by the morphologic phenomenon of transformation. By 
morphologic transformation is meant a gradual change of one clinical 
entity into another. The phenomenon of morphologic transformation 
is accepted as a fact, even at present; only the morphologic significance 
of it is not realized to the full extent. One instance of this phenomenon 
is the development of exfoliating dermatitis from psoriasis, eczema or 
seborrhea. Such morphologic transformation occurs also in the devel- 
opment of epitheliomas from moles, scars and seborrheic keratoses. 
A still more striking example of morphologic transformation is observed 
in the development of erythema multiforme from the lesions of acute 
disseminated lupus erythematosus. 

One of the generally accepted clinical examples of morphologic 
transformation based on pathologic metaplasia is Paget’s disease, which 
in the early stages presents a clinical and microscopic picture of eczema 
and later assumes a form of infiltrating carcinoma. The recent con- 
ception of Pautrier that Paget’s disease always starts from intra- 
mammary ducts does not alter the fact of morphologic transformation. 

As another example of well known morphologic transformation can 
be cited the gradual development of the lesions of mycosis fungoides 
from the eczematoid, psoriatic and parapsoriatic patches of the early 
stages of the disease. 

Here, also, can be cited as a perfect illustration of morphologic 
mobility and blending, equivalent to a complete transformation, the 
syndrome of Senear and Usher, in which the morphologic picture 
presents, alternately or simultaneously, lesions of pemphigus, lupus 
erythematosus and seborrheic dermatitis. 


CUTANEOUS VERSUS SYSTEMIC SYMPTOMATOLOGY 

The dynamic nature of cutaneous morphology can be reasoned out 
by analogy with the mechanics of the general pathologic changes of 
the visceral organs and tissues. The basis of general pathology, i. e., 
pathologic physiology, is rooted in the evolutionary principle of dynamic 
changes. Accordingly, the symptomatology of the visceral organs and 
tissues is conceived and built on the basis of the dynamic changes, as 
the pathologic processes underlying these symptoms succeed, overlap 
ach other or combine one with another through forces of spontaneous 
evolution or through the influence of accidental environmental or 
therapeutic factors. 

While the mechanics of the pathologic changes of the skin is iden- 
tical with that of the pathologic changes of the visceral organs, the 
skin, because of its peculiar topographic localization and anatomic struc- 
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ture, changes the three-dimensional physical attributes of visceral 
organs into a one-dimensional surface symptomatology of pictorial 
design or pattern, which constitutes the body of cutaneous morphology, 

This change of the form of symptomatology from a stereoscopic 
pattern into a surface pattern obviously does not alter the general 


biologic capacity of the skin as one of the body tissues to change 
under the influence of various clinical factors. In other words, reason- 
ing by analogy with the symptomatology of visceral organs, a morpho- 
logic clinical entity, which is the accepted unit of objective cutaneous 
symptomatology, cannot be conceived of except as a dynamic clinical 
phenomenon, capable of mobility and of blending with, and even of 
transformation into, another morphologic clinical entity. 


DYNAMIC PRINCIPLE IN THE TECHNIC OF DERMATOLOGIC 
DIAGNOSIS 

That dynamic principles are at play in the daily clinical work of 
every dermatologist and that the principles of morphologic mobility are 
subconsciously utilized by the dermatologist in daily diagnostic and 
therapeutic problems can be easily demonstrated by numerous examples. 
For instance, in the case of as common and simple a condition as 
scabies, complicated with pyogenic infection or eczematization, the gen- 
eral practitioner often errs in making a diagnosis, because he is unable 
to detach his mind from the static pictorial conception of eczema or 
pyoderma and hence does not detect the underlying primary scabetic 
lesions. The same is true in cases of eczema or pyoderma superim- 
posed on dermatophytosis. Only through a dynamic conception of 
morphologic blending of eczema or pyoderma with mycosis and visual- 
ization of this morphologic transformation can the dermatologist inter- 
pret correctly and unravel these and other complex pictures. 

Similarly, in numerous cases of eczema complicated with pyogenic 
infection or in cases of pyogenic infection with superimposed eczema- 
tization no correct diagnosis and rational treatment can be effected 
without the dynamic conception of morphologic mobility. “‘Neurotic 
excoriations” per se or such superimposed excoriations on other derma- 
toses, such as acne or eczema, and lesions of dermatitis factitia offer 
another illustrative group of conditions which cannot be correctly inter- 
preted and handled without the dynamic conception of morphologic 
mobility. 

An important and large clinical group of scars and atrophies offers 
another fascinating field of study of the mobility of cutaneous mor- 
phologic conditions. Only the dynamic interpretation of slowly chang- 
ing morphologic patterns renders possible the clinical identification of 
various dermatoses through the study of characteristic types of scars. 
such as the serpiginous, atrophic cigaret paper scars of syphilis, the 
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tough corded scars of lupus vulgaris, the superficial depressive scars 
f lupus erythengatosus and telangiectatic and sclerotic sequelae pro- 
duced by the roentgen rays. Also, various types of keratosis, such as 
arsenical keratosis, keratosis due to mechanical pressure or to hyper- 
hidrosis and keratosis that occurs secondary to dermatophytosis, can 
he correctly interpreted and detected only through the dynamic point 
of view. 
HISTOPATHOLOGY 

Next in importance to morphology and second in historical sequence 
of introduction in dermatologic research is histopathology. 

Great expectations were entertained for the histopathologic study of 
the dermatoses, since morphologic criteria of classification were elusive, 
manifold and intertwining and led to infinite subdivision and branching 
of nosologic entities. 

\Vith the growth of the microscopic method of study, it became 
increasingly apparent that the expectation that histopathologic study 
might become the final arbiter and guide of dermatologic diagnosis 
could be realized only partially and only to a limited extent. The chief 
reason for limitation of the clinical usefulness of histopathologic study 
of cutaneous lesions to a dermatologist are found in the principle 
enunciated by J. Jadassohn,* that the skin is capable of only a few 
histopathologic responses to a practically endless number and variety 
of cutaneous irritants, local and systemic; therefore, only a few der- 
matoses have a distinct histopathologic picture with distinct and 
pathognomonic morphologic features. Commonly recorded histopatho- 
logic changes can be caused by any number of unrelated etiologic factors 
end bear no relationship to the morphologic type of dermatosis. 

It is to the credit of histopathologists that they realized and admitted 
the limitations of histopathologic study as an aid in the diagnosis of 
cutaneous lesions. Thus, Walter Highman, whose analytic and trenchant 
mind had early realized the inadequacy and inherent weakness of the 
descriptive static morphology was the first to emphasize the 
imitations of histopathology. Highman* stated that only in cases of 
benign and malignant tumors, nevoid lesions, dystrophies and degen- 
erations of the skin and its appendages is the diagnostic value of 
histopathologic study definite, absolute and unequaled by any other 
liagnostic method. 


In cases of infectious granuloma a differentiation (such as that 
between tuberculosis, syphilis, lepra, etc.) is possible only in the presence 
i the organism. The greatest diagnostic weakness of histopathologic 


3. Jadassohn, J.: The Importance of Immune Biologic Processes in the 
Morphology of Skin Lesions, Arch. Dermat. & Syph. 21:355 (March) 1930. 
4. Highman, Walter: Value of the Study of Histopathology in Cutaneous 


Medicine, J. A. M. A, 87:1459 (Oct. 30) 1926. 
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study, according to Highman, is shown in cases of the clinically large 
and possibly the most important group, the inflammatory dermatoses. 
Only lichen planus, psoriasis, urticaria pigmentosa, epidermolysis bul- 
losa and Darier’s follicular keratosis present distinctive histopathologic 
features. In the rest of the inflammatory dermatoses the microscopic 
picture is, at the best, merely suggestive. Highman concluded that as 
a diagnostic procedure histopathologic study has only limited practical 
value and that it has almost no value without clinical data. 

Weidman, in the discussion of Highman’s paper that presented the 
foregoing views, expressed a hearty indorsement of all Highman’s ideas. 
Weidman also said that reports on the histopathologic diagnosis seldom 
have clinical significance and value. 

Jacob and Helmbold,® in a more recent analysis of five hundred 
dermatologic biopsies, went even further than Highman in emphasizing 
the diagnostic limitations of histopathologic study in dermatology. They 
admitted that even in cases of tumor the clinical picture and course 
sometimes supply the chief diagnostic guide. These authors stated: 
“Even in tumors, with a good choice of material, occasionally when the 
clinical picture does not conform to the microscopic picture, a further 
study of the tissue frequently proves the clinical evidence to be sound.” 

H. Montgomery, in discussing Jacob and Helmbold’s paper, empha- 
sized the importance of the personal equation in the interpretation of 
transitional lesions. This, together with many technical difficulties of 
correct technic for biopsy, such as choosing the best site for removal 
of a specimen, and variations in the histopathologic picture in various 
stages of the pathologic process, according to Montgomery, further 
reduce the practical value of the histopathologic diagnosis to the 
dermatologist. 

The opinions just presented regarding the limitations of histo- 
pathologic study as a diagnostic aid and standard of classification are 
cited merely to emphasize that because of these limitations it is important 
to put the interpretation and evaluation of cutaneous morphology on a 
rational basis. 

In analyzing this seeming failure of histopathologic study, one can 
perceive that it is subjective rather than objective. It is due not so 
much to the inherent weakness and limitations of this method of 
diagnosis as to unreasonable demands and expectations on the part of 
dermatologists because of insufficient understanding and defective 
evaluation of the capacity of histopathologic study for such purposes. 

The same static concept which visualized the morphologic picture 
of the dermatoses as a stationary, rigid and immutable pattern visualized 


5. Jacob, F. M., and Helmbold, T. R.: Indications for and Limitations of 
Biopsy in About Five Hundred Dermatologic Cases, J. A. M. A. 97:987 (Oct. 3) 
1931. 
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the histopathologic picture as a fixed, immutable microscopic pattern 
characteristic of each individual dermatosis. The concept led derma- 
tologists to the erroneous expectation that the histopathologic picture 
would prove the final and infallible guide in differential diagnosis. As 
has been mentioned previously, this proved to be possible only in the 
case of neoplasms, nevoid dermatoses and degenerations, in which 
eroups the pathologic processes approach the static condition more nearly 
than do those in any other group of dermatoses. 

In cases of the systemic and inflammatory dermatoses, histopathologic 
study proved to be inadequate for differentiation for two reasons. The 
first is the paucity of histologic reactions of which the skin is capable, 
with all possible pathogenic factors, the important fact emphasized by 
|. Jadassohn. The other reason is that a cutaneous histopathologic 
reaction, sharing the basic attributes of a general pathologic process, 
does not remain static, rigid and immutable but shows dynamic mobility 
and changeability in various stages of the dermatoses and a tendency 
to changes under the influence of spontaneous pathogenic or accidental 
environmental factors. This fact allows one to make a definite and con- 
clusive deduction in regard to a correct evaluation and interpretation of 
morphology. 

If one considers that, besides pathologico-anatomic processes in all 
their clinical manifestations, all the pathogenic processes and forces 
assumed to be operating in all the branches of clinical medicine (includ- 
ing dermatology ), such as allergy and immunity, focal infection, distur- 
brances of the endocrine system and metabolic dysfunctions, are mobile 
and dynamic phenomena, one can draw but one logical conclusion: that 
cutaneous morphology must swing in the same column with the rest 
of the basic clinical concepts of general medicine and that the cutaneous 
morphologic entity can be conceived of only as a dynamic and mobile 
clinical phenomenon. 


BROCQ’S THEORY OF CUTANEOUS REACTIONS 


The first to introduce the dynamic principle in dermatology was the 
french dermatologist Besnier,® who has enunciated the principle that 
“the same etiologic factor may produce various morphologic types, and 
on the other hand the same morphologic type may be produced by 
various etiologic factors.’”’ This became the clinical law of the “‘non- 
specificity of cutaneous reactions.” But it was left to another French 
dermatologist, Brocq,’ to espouse this dynamic principle and to build on 
this basis a magnificient and comprehensive theory of cutaneous reac- 

6. Besnier, cited by Brocq.? 
7. Brocq, A. J. L.: Traité élementaire de dermatologie pratique, comprenant 


syphilides cutanées, Paris, O. Doin, 1907. 
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tions and classification of the dermatoses. It is remarkable how lit 
attention was given to Brocq’s ideas by American dermatologists. 
far as I know, only one article, that by E. D. Chipman * of San Fr 
cisco, is devoted to the exposition of Brocq’s theories. 

3rocq divided the dermatoses into two main groups: true mor)id 
entities and cutaneous reactions. Under true morbid entities, he included 
dermatoses with a definitely known etiology, such as all dermatoses 
caused by local traumatic, physical or chemical irritants, all dermatoses 
caused by definitely known microbic or parasitic infections and drug 
rashes. 

Under cutaneous reactions he grouped all dermatoses the etiology of 
which is unknown. The basic difference between these two groups is 
that true morbid entities have a definite etiology but a variable morpho- 
logic picture, while cutaneous reactions have a definite morphologic 
picture but a variable etiology. 

Under the group of cutaneous reactions are included eczema, 
urticaria, lichen planus, erythema, most of the inflammatory dermatoses, 
neurotrophic forms, tumors and other conditions. As the etiology of a 
cutaneous reaction becomes known the reaction is transferred into the 
group of true morbid entities. Brocq introduced also a_ transitional 
conception of objective syndromes, which he defined as_ clinically 
characteristic symptom complexes without a definite etiology. Such, for 
instance, are psoriasis, elephantiasis and pemphigus. These syndromes 
may become true morbid entities or remain cutaneous reactions. 


WEAKNESSES OF BROCQ’S SYSTEM 

I wish to state, however, that I do not indorse all Brocq’s ideas 
on the subject and do not accept his classification as a whole. I believe 
that he committed an error of judgment in using the generic term 
“cutaneous reactions” in a limited technical sense only and not in a 
broad biologic sense. From the biologic point of view, every cutaneous 
disease is a cutaneous reaction to various pathogenic factors. 

Each one of the units of Brocq’s classification overlaps and dupli- 
cates other units even more than in the current system of Hebra based 
on pathologic changes. Brocq adopted etiology as the basic principle of 
classification, assuming that etiology is the strongest determinant of 
the morphologic picture and hoping in this way to find the best clinical 
basis for forming morphologic units and for establishing the independent 
clinical entities. As a matter of fact, a pathognomonic relationship 
between the morphologic picture and the etiology is found in so few 
dermatoses as to make etiology a negligible factor in determining the 


8. Chipman, E. D.: Cutaneous Reactions, J. A. M. A. 59:106 (July 13) 1912. 
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phologic features of the dermatoses. Clinically, this relationship 
est demonstrated and confirmed by Besnier’s law of the nonspecific- 


§ cutaneous reactions. 


\JODIFICATION OF BROCQ’S THEORY OF CUTANEOUS REACTIONS 

| believe that by introducing certain corrections and supplementary 
ncepts Brocq’s system can and should be saved from undeserved 
hlivion and be restored to its high standing of an epoch-making prin- 
pyle which initiated a morphologic renaissance in dermatology. I 


CIp 


lieve that the term “cutaneous reactions,” true to its proper biologic 
significance, should comprise all types of dermatoses. The three main 


eroups of Brocq’s system can be retained with slightly different titles 


and different nosologic attributes. 

“True morbid entities” of Brocq should be regarded as, and called, 
complete cutaneous reactions, as they fulfil the three basic requirements 
and attributes of an independent dermatologic clinical entity sufficiently 
characteristic to be diagnosed clinically—a definite pathologic picture, 
definite etiology and a distinctive morphologic picture. 

In my opinion, a much smaller number of dermatoses than that 
listed by Brocq should be included in this group. At present, essen- 
tially well identified parasitic dermatoses, bacterial and mycotic, and 
some tumors of the skin could be rightly placed here. As an illustrative 
but by no means a complete list I would mention the following: scabies ; 
pediculosis ; epidermophytosis and trichophytosis in their primary mani- 
festations ; favus; pityriasis versicolor ; various types of pyoderma, such 
as impetigo, ecthyma, furuncles and carbuncles ; erysipelas ; lepra ; tuber- 
culosis of the skin; syphilis; chancroid; characteristic drug rashes, 
such as bromoderma, ioderma and phenolphthalein rash, and pellagra. 


SIMPLE AND PROTEAN CUTANEOUS REACTIONS 

All cutaneous lesions, which are dynamically and biologically inter- 
preted as cutaneous reactions, can be divided into two large groups: 
first, simple or protean cutaneous reactions and, second, morphologically 
complex or specialized cutaneous reactions. The true morbid entities 
or complete cutaneous reactions are drawn from the group of the 
specialized cutaneous reactions as the complete knowledge of their 
nosologic basic attributes, morphologic features, etiology and pathology, 
is obtained. 

Under simple or protean cutaneous reactions should be included all 
undifferentiated common cutaneous lesions which are so general and 
simple in their morphologic features that they may be regarded as the 
basic morphologic types of clinical manifestations to which the human 
skin is limited in its capacity to react to all kinds of irritants, local 
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or systemic. They can be truly called cutaneous symptoms, just 
fever, headache and vomiting are symptoms in the field of inter 
medicine. These reactions constitute the background of the primary 
lesions of every dermatosis. Their morphologic picture is not dif 
entiated ; i. e., they present no distinct or characteristic pictorial desi 
Their presence calls not for a differential diagnosis but merely fo: 
detailed study of the history of the case to discover one of the many pos 
sible etiologic factors. As the most common and clinically the m¢ 
important reactions, the following can be mentioned. 

1. Erythema, inflammatory or arterial. Arterial erythema is the 
most superficial and the most common cutaneous reaction. Erythema 
is the first stage of a diffuse inflammatory cutaneous reaction commonly 
known under the name of eczema or dermatitis. It may be repeated here 
that in the light of present knowledge any attempt to differen- 
tiate between eczema and dermatitis is irrational, artificial and futile. 
These terms can be used as synonyms. As the intensity of the pathogenic 
factor increases, the reaction of erythema enters the second stage of 
cellular infiltration and serous exudation, transforming into papular or 
vesicular eczema. 

2. Urticaria. This is a protean reaction on the part of the vasomotor 
cutaneous apparatus manifested by intracutaneous edema. It is the 
most evanescent and mobile of the cutaneous reactions. Possibly more 
often than any other cutaneous reaction it enters into systemic medical 
disorders. It is also one of the few cutaneous reactions which can be 
induced by psychogenic factors. 

3. Pityriasis. Desquamation is a common superficial cutaneous 
reaction and is caused by the death of the superficial horny epidermis 
due to various external and systemic irritants. In the acute form 
pityriasis is mostly secondary, incidental to inflammatory  der- 
matoses, in which case it is due to parakeratosis. In the exaggerated 
and intensified form pityriasis assumes a character of exfoliation. In the 
chronic and generalized form it is observed as a symptom, without sub- 
jective sensations, in cases of malnutrition, wasting diseases and the 
cachexia of malignant conditions. 

4. Hyperkeratosis. This is another common cutaneous reaction 
which histopathologically is closely related to pityriasis and is due to 
hypertrophy of the horny layer of the epidermis. Hyperkeratosis, like 
all protean cutaneous reactions, occurs mostly as a merely incidental 
morphologic feature in a_ great variety of dermatoses. Thus 
in every case of inflammatory dermatosis hyperkeratosis enters as a 


histopathologic or minor clinical symptom. In a severe and exaggerated 


form it may become a major and predominant morphologic feature, 
in which event it becomes a complex or special cutaneous reaction. On 
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other hand, in cases of such conditions as arsenical keratosis, palmar 


plantar hereditary keratoderma, follicular keratosis or gonorrheal 


atoderma it becomes a special cutaneous reaction. 

5. Serous exudative (vesicular and bullous) cutaneous reaction. 

is reaction denotes a considerable intensity of severity of the causative 

itant. Like other simple reactions, it may be caused by the most 
verse etiologic factors and occurs in cases of dermatoses that have 
othing in common either in pathogenesis or in clinical behavior. Thus, 
| bulla from a caloric burn does not differ in size or appearance from a 
bulla caused by the ingestion of iodides, from insect bites or from 
. bulla of pemphigus. 

6. Purpuric cutaneous reaction. This reaction is the next in severity. 
It occurs when the pathogenic agent reaches and injures the integrity 
of the capillary vascular walls, allowing microscopic or gross intra- 
cutaneous hemorrhage. Purpura is an expression of grave systemic 
infection or toxemia. At times it may be the result of local vascular 
damage, as in cases of insect bites. 

7. Gangrene of the skin. This is the gravest of all the simple 
cutaneous reactions. It denotes the maximal severity of the irritant 
pathogenic agent and results in death of the skin throughout all the 
layers. 

PRURITUS 

Now I shall mention the one subjective cutaneous reaction, pruritus. 
This is inherent and peculiar to the skin and is of such tremendous 
clinical importance as to dominate completely the whole field of clinical 
dermatology. It is important to differentiate between primary, so-called 
idiopathic or essential pruritus and secondary symptomatic pruritus. 


COMPLEX OR SPECIAL CUTANEOUS REACTIONS 

The simple cutaneous reactions are characterized by their general 
protean character and morphologic simplicity. Often they combine with 
various degenerative processes of the skin to form dermatoses morpho- 
logically more complex and differentiated. The resulting dermatoses 
may be termed complex or special ‘cutaneous reactions. As a rule, they 
present a well developed morphologic individuality and definite clinical 
picture characteristic enough to enable them to be readily identified as a 
morphologic group. On the other hand, their etiology is either hidden 
or diverse. 

\s an illustrative but not complete list of special cutaneous reactions 
can be cited the following : lichenification, lichen planus, psoriasis, exfo- 
lating dermatitis, pityriasis rosea, seborrhea, dyshidrosis, erythema 
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multiforme, pemphigus, dermatitis herpetiformis, atrophies, scleroderi::, 
follicular keratosis, dyskeratosis and ichthyosis, elephantiasis, dyscl 
mias (pigmentations and depigmentations ), sarcoids and tumors. 


CUTANEOUS SYNDROMES 

The most complex and special cutaneous reactions can conveniently 
be separated into a group under the name of cutaneous syndromes. These 
dermatoses present, as a rule, a striking and unusual morphologic 
picture and often present associated visceral and systemic symptonis, 
In this group can be included the following: lymphoblastoma, Majocchi’s 
purpura annularis, Schamberg’s pigmentary dermatosis, acanthosis 
nigricans, dermatitis repens, acrodermatitis chronica atrophicans, gonor- 
rheal keratoderma, poikiloderma atrophicans vasculare, parapsoriasis 
varioliformis, dermatitis vegetans, Fox-Fordyce’s disease, lupus erythe- 
matosus and the Senear-Usher type of pemphigus. 

The whole group of special cutaneous reactions, including the 
cutaneous syndromes, offers a clinical field in which the artificiality and 
inadequacy of the static morphologic conception are demonstrated 
emphatically. If one studies the literature systematically and follows the 
discussions in meetings of dermatologic societies, one cannot escape 
observing a steadily increasing tendency. This tendency consists of a 
gradual breaking down and disintegration of the nosologic barriers and 
morphologic walls between dermatoses which were considered hereto- 
tore as independent clinical entities. Steadily increasing clinical evidence 
has conclusively proved that many dermatoses which were assumed to 
be caused by one or a few closely related etiologic factors may be caused 
by diverse and multiple etiologic factors. 

A great number of clinical illustrations bearing on this point can be 
cited. 

One of the commonest and most striking examples is furnished 
by the so-called clinical entities of lichen planus and pityriasis rosea, 
the morphologic picture of either of which can be induced by the 
administration of arsphenamine. 

Another entity, dyshidrosis, or pompholyx—which was assumed to 
be of neurogenic origin, proved to be of mycotic origin in many cases, 
occurring as a primary infection or a secondary toxic form of 
dermatophytid. 

Lichenoid eczema, i. e., neurodermatitis has been claimed by recent 
research workers to be caused by an allergy. 

The clinical picture of gonorrheal keratoderma has been found in 


patients without a history of gonorrrhea and has been linked by some 


observers with arthropathic psoriasis. 
Psoriasis is regarded by the French school as a mere syndrome. 
Thus, French authors speak of gouty, arthropathic, syphilitic, endo- 


crinous and other forms of psoriasis. 
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Similarly, Majocchi’s purpura annularis has been proved to be caused 
diverse etiologic factors and is placed in the group of cutaneous 
lromes. 

The recently differentiated entity of parapsoriasis varioliformis has 
eady been shown to be due to multiple etiologic factors and is placed 
the group of cutaneous syndromes. 

\canthosis nigricans, which was considered for a long time a 
titaneous manifestation of a visceral malignant condition, has been 
found in many cases to be free from malignancy. 

Exfoliating dermatitis admittedly presents multiple etiologic factors, 
such as arsenic poisoning, leukemia and tuberculosis and is conceded 
to be merely a syndrome. 

Finally, lupus erythematosus, which for decades was regarded as an 


independent clinical entity of tuberculous origin, has been proved to be 


due to multiple and diverse etiologic factors. 

This brief citation conclusively shows the tendency of modern der- 
matologic research to interpret many dermatoses hitherto regarded 
as independent clinical entities, having a definite, though in some cases 
not yet determined, etiology, as being merely morphologic cutaneous 
syndromes of multiple and diverse etiology. This means the abandonment 
of the old static conception of the dermatoses as rigid pictorial designs 
caused always by the same etiologic factors and the adoption of the 
biologically correct, dynamic conception of them as cutaneous reactions, 
mobile and changeable, capable of being reproduced by multiple and 
diverse etiologic factors. 

CONCLUSION 

In a summary of the foregoing observations and deductions, it 
may be said that clinical experience is forcing dermatologists to 
abandon the static point of view as one which has outlived its useful- 
ness and is not in accord with the dynamic conception of modern der- 
matologic research, 

The static point of view should be abandoned because it is incapable 
of explaining many of the morphologic phenomena and problems of 
the current classification. 

The dynamic point of view can be of great service and value in the 
teaching of the clinical evolution of lesions that are due either to spon- 
taneous pathologic changes or to therapeutic measures. 

For the same reason it will add to greater efficiency in undergraduate 
and postgraduate teaching by correlating and simplifying the morpho- 
logic phenomena that appear perplexing and complicated to the student 
at present. 

Last but not least, the dynamic point of view will contribute to the 
cconomy of effort in dermatologic research by checking and minimizing 
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the importance of superfluous overrefinement of morphologic minutixe 
to the consideration of which so much attention and time are giv 
It is my belief that the rationality and correctness of the dynamic 


point of view will increasingly impress itself on dermatologists as tine 


goes on. I feel that in the minds of many there is a subconscious sei 
ment for it, which needs only articulation and crystallization. This 
belief has prompted me to formulate the basic principles and rationale 
of the dynamic conception. 

1930 Wilshire Boulevard. 

DISCUSSION 

Dr. Netson Paut Anperson, Los Angeles: Dr. Scholtz’ paper is both 
stimulating and thought-provoking and presents a point of view that is by no 
means easy to grasp and yet one which I feel all dermatologists more or less 
unconsciously accept, at least in part. I doubt whether there is a person here who 
has not been chagrined several times on having seen a certain clinical picture 
that apparently definitely belonged to a well recognized group of conditions sud- 
denly change its clinical course and more or less metamorphose into another 
and apparently unrelated condition. 

This is seen, for example, in a condition which may be diagnosed as typical 
lichen planus one day and pityriasis rosea a week later. The static concept of 
definite morphologic entities offers no basis for such a change; the dynamic con- 
cept does, however, offer an explanation. 

To the histopathologist who conceives of the skin as a living tissue constantly 
undergoing a change, these concepts, while a little revolutionary, are perhaps more 
readily explainable than to the pure clinician. As a result the pathologist makes 
no attempt to differentiate, nor could he differentiate, even if he so desired, eczema 
from dermatitis. In fact, in the whole field of the inflammatory dermatoses one 
must exercise the greatest caution before attempting to make any differentiation. 
The histologist, after a study of a condition such as lichen planus or pityriasis 
rosea, does not wonder at the occurrence of vesicular or hemorrhagic pityriasis rosea 
or of bullous lichen planus. He does, however, marvel at the fact that these 
variants are not more common instead of being so uncommon. The intensity of 
the cellular reaction in cases of psoriasis and the formation of micro-abscesses 
make him wonder not that pustular psoriasis occurs but that it occurs so rarely. 

My clinical experience is certainly in favor of the acceptance, at least in part, 
of a dynamic point of view. The histologic picture of most of the inflammatory 
dermatoses is such that there need be little if any alteration in the microscopic 
structure to produce a clinical picture that is also quite different. 

At the same time it must be readily admitted that, for the present at least, 
one must remain firmly of the conviction that the morphologic school of derma- 
tologic thought has been of inestimable service in the advance of dermatology, 
and one will do well to accept that which has been proved before accepting that 
which, while plausible, may or may not represent an advance in dermatologic 
thought. 

Personally, I feel that the ideas proposed by Dr. Scholtz are a distinct advance 
for those who, like himself, are morphologists of no little ability. Those who 
are not morphologists of such high degree I think would do well to cling tena- 
ciously to the older ideas before casting themselves adrift in a running and 
dynamic sea of thought where perhaps they would founder. I think that if such 
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t of view were to be adopted by the general practicing physician or by those 
have charge of undergraduate instruction irreparable harm would result and 
s ensue. The student and the genera! practitioner particularly must have 
anchor to tie to if they are to be successful in the diagnosis of even the 
elemental dermatoses. I accept, then, this excellent concept of dynamic 
taneous morphology, with the foregoing reservations, and wish to express my 
nks to Dr. Scholtz for presenting this concept to the members of the dermato- 
ic section. 
When the happy day arrives when all etiology is known, this concept will 
h its highest development. Certainly one accepts the dynamic principle of 
taneous morphology in all the vast and varied manifestations of syphilis; yet 
dark-field illumination had never been discovered and if serologic reactions 
genius like Iournier would have been able to solve such 


vere unknown, only a 
clinical jig-saw puzzle and make an understandable clinical whole out of the 


nany and at times apparently unrelated parts. 





EVALUATION OF REDUCING AGENTS USED IN 
DERMATOLOGIC PRACTICE 


INTENSITY OF ACTION 


THEODORE CORNBLEET, M.D. 


CHICAGO 


Most of the agents that the dermatologist uses today have come 
down to him from the days of empiricism, when dermatology was purely 
an art and before the present admixture of science. He has come to 
rely on these agents as a result of experience gained long before chem- 
istry and physics came to tell him why he used them. However valuable 
they may be, the explanation of their action has practically always led to 
improvement in their use or to substitution of better agents. It is 
therefore natural that the dermatologist should want ultimately to explain 
how his agents work. Since reducing agents are among the most fre- 
quent and important substances that the dermatologist uses and are at 
the same time not widely understood, I have felt it worth while to study 
them and record some of my findings. This first paper will deal with 
the theory of the action and the measurement of the intensity of a few 
of those commonly used in dermatologic practice. 

When two substances coming together form a relationship so that 
one gives electrons to the other, the one that receives them is said to be 
reduced and the other, oxidized. For example, if a ferrous chloride 
solution and chlorine are mixed together electrons will escape from the 
ferrous chloride to the chlorine. All or part of the former will then 
be changed to ferric chloride, which, having lost electrons, is said to be 
oxidized, while the chlorine is reduced. 

The readiness with which this exchange of electrons takes place 
determines the intensity of the oxidizing or reducing function. Suppose 
that two other substances, such as methylene white and oxygen, are 
mixed together. The methylene white will be turned to methylene blue. 


The methylene white then is said to be oxidized. The tendency of elec- 


trons to be exchanged in this mixture is not as great as it is with 
ferrous chloride and chlorine. This is shown by measuring the intensity 
directly with a voltmeter placed between a calomel electrode on one side 


and a platinum electrode on the other. 


From the Department of Dermatology, University of Illinois College of 
Medicine, service of Dr. F. E. Senear. 
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‘very oxidation-reduction mixture has voltage characteristics; so 
may prepare a list of substances ranging from those with high to 
se with low values. For convenience voltages are expressed in terms 
in arbitrary reference point which is selected as zero. This zero 
it is given by the so-called hydrogen electrode. If the reducing 
ensity is greater than that measured by the hydrogen electrode, it is 


nus a certain value. Contrariwise, if the reducing intensity is less, it 
plus. The values for the list of reducing agents, then, range from 


the strongest, that is, from the most negative, through zero to the weak- 
est, or the most positive. If the value of one substance in the list is 
more negative than another it means that the former can reduce the 
latter and, contrariwise, that the latter can oxidize the former. 

Since one cannot measure values for substances such as sulfur and 
ammoniated mercury by dipping the calomel and platinum electrodes 


Ammoniated mercury - 4270 BR 

Coal tar solution -5082 <i 

Precipitated sulfur -.532: <a 

Crude coal tar aera: 

Juniper tar Re eallmesceenies, 

Pyrogallol il bli ely 
Chrysarobin i | 

A derivative of chrysarobin -- 6528 <a S 
Anthralin in La 


' 1 ‘ 


Volts - 5 «4 35 & & 


The reducing intensities of some dermatologic therapeutic agents. The values 


are given in terms of the oxygen electrode. 


in them and placing a voltmeter across the electrodes, another method 
had to be adopted. For this reason a method was devised in which the 
sulfur, ammoniated mercury or other substance was added to a 
reversible system capable of giving a definite potential. In this way 
the exact oxidizing and reducing intensity of a substance could be 
determined. 
METHOD 

The measuring cell was a small Erlenmeyer flask. The stopper was fitted 
with an agar salt bridge and a platinum electrode and also with delivery tubes 
for the admission of nitrogen to flush air from the cell. The agar bridge con- 
nected the cell to the calomel electrode. The potential between the calomel and 
the platinum electrode was measured with a potentiometer. Potentials were 
recalculated on the basis of the hydrogen electrode as zero. 

One hundred cubic centimeters of 0.00015 molar methylene blue in a buffer of 
pu 7.48 was placed in the cell, and the solution was heated to the boiling point. 
Nitrogen was bubbled through the solution while it was cooking. After room 
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temperature had been reached the potential was determined. This potential 5 
steady and represented that of the oxidized dye. Ten milligrams of the substance 
to be tested was added. The solution was again brought to a boil and nitri 
again passed through while it was cooking. The final potential was measured 
after it became steady. If this potential was lower than the original value, re: 
tion of the methylene blue took place. 


RESULTS 

The results obtained were as follows: 
Initial Final 
Anthralin +(0.3180 —().0665 
A derivative of chrysarobin +0.2270 —().0228 
Chrysarobin +(0.2268 +.0),0598 
Pyrogallol +0.2265 +0.1319 
Juniper tar +0.2762 +0.2251 
Crude coal tar +0,.2616 +-().2288 
Precipitated sulfur +(0.2741 +0).2479 
Coal tar solution +(0.2702 + 0.3218 


Ammoniated mercury +0.2260 +0.4103 


COM MENT 


From the tabulated values it can be seen that the final value for each 
substance, except coal tar solution and ammoniated mercury, was lower 
or less positive than at the beginning. This means that with these 
two exceptions the materials were able to reduce methylene blue. Coal 
tar solution and ammoniated mercury are weaker reducing agents than 
methylene blue; hence, they have more positive values at the end than 
initially. 

If any dermatologist of experience were asked to set down the list 
of substances here measured in the order of their reducing strengths, 
he would duplicate more or less the table given. He might make a 
change here or there in his estimation. I had the belief that crude coal 
tar was appreciably stronger than oil of cade. By measurement, they 
are found, however, to be of about the same intensity. 


SUMMARY 
The theory of reducing agents is briefly discussed. 
A method is described for measuring the intensity of a nonreversible 
reducing agent. 
A few of the common reducing agents employed in dermatologic 


practice have been measured and their values listed. 
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Scopulariopsis is a genus of fungi closely related botanically to 
Penicillium. It differs therefrom mainly in the fact that the fruit head 
is less complex. Thus, whereas in Penicillium large numbers of branch- 
ing conidiophores, each surmounted by a chain of conidia, extend from 
the main stem, in Scopulariopsis the number of such conidiophores is 
limited to four or five, or a conidiophore may be solitary. The end- 
result is thus only a partial approach to the formation of the classic 
brushlike aggregation of conidial chains which is so characteristic of 


Penicillium. However, in other respects Scopulariopsis closely resem- 


bles Penicillium, with its shorter or longer chains of conidia extending 


singly or in groups from the tips of conidiophores. Indeed, future 
studies may confirm a suspicion that Scopulariopsis is but a degraded 
form of Penicillium, as the synonymous designation, Penicillium brevi- 
caule, indicates. 

Species of Scopulariopsis are widely distributed in nature, occurring 
on decaying vegetation and on decomposing paper and leather. Under 
these circumstances, the burden of proof of the pathogenicity of the 
strain lies on the proponent just as it does in cases of purported infec- 
tion with Penicillium. One of us (F. D. W.") has already reported 
the occurrence of Scopulariopsis in cases of ringworm of the nail and 
has given some details as to the characters of Scopulariopsis, together 


with discussion of pathogenicity in cases of ringworm of the nails. 


From the Laboratory of Dermatological Research, University of Pennsyl- 
vania Medical School, Philadelphia. 

Read at the Fifty-Eighth Annual Meeting of the American Dermatological 
\ssociation, White Sulphur Springs, W. Va., May 3, 1935. 

1. Weidman, F. D.: Penicillium Brevicaule var. Hominis Saccardo, 1877, 
Brumpt and Langeron, 1910, in an American Case of Ringworm of the Toes, 
\rch. Dermat. & Syph. 2:703 (Dec.) 1920. 
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HISTORICAL DATA 
Thus far it appears that only six species of Scopulariopsis have | 
described in dermatology. Of these, three produced superficial, 


three deep, dermatoses. Scopulariopsis brevicaulis has been repoi 


in seventeen cases of ringworm of the nail.* It was also associated 
with Epidermophyton inguinale in an endemic of tinea cruris in Bx 
Switzerland. Scopulariopsis cinerea was found in a solitary case 
onychomycosis, and Scopulariopsis Castellani was isolated in a case 
tinea flava. 

As to the deep mycoses, Scopulariopsis Blochi has been known to 
produce the dermatologic picture of sporotrichosis as a result of what 
began as a superficial eruption of both hands. In addition, the picture 
of tuberculosis verrucosa cutis was reproduced around both elbows. 
The sporotrichosis-like lvmphangitis extended from the hands to the 
axillae. Scopulariopsis ivorensis induced a chancre-like lesion on the 
face of a patient in Africa; the fungus was isolated from a closed lesion 
on the lip. Scopulariopsis Koningi produced a lesion on the wrist of a 
young girl. The same species was obtained from a mammary lesion 
on a cow belonging to the patient. The disease cleared up promptly 
under iodide therapy. Jannin*® described a gumma-like lesion on the 
wrist and considered S. Koningi as the causative organism. 

Evidence shows that there is a definite accumulation of granulom- 
atous lesions having the general clinical character of the deep mycoses, 
in all of which Scopulariopsis has been identified. The number of cases 
available is not sufficient as yet to construct a general symptom complex. 
If in our case the infection is admitted to be caused by Scopulariopsis, 
it is the first case of such an infection recorded in America. 


REPORT OF A CASE 


Miss M. C., aged 21, a student, was first seen in Denver in June 1933, on 
account of a persistent ulcerative process involving the right inguinal, perineal 
and gluteal regions. The disorder began in July 1932, while the patient was in 
California, as a small painful nodule in the right inguinal fold; this gradually 
regressed, but four months later the lesion rapidly suppurated and was incised, 


after which it did not heal. In April 1933 a similar lesion appeared just to the 


2. (a) Brumpt, E.: 
p. 1168. (b) Griitz, O., in Jadassohn, Joseph: Handbuch der Haut- und 


Geschlechtskrankheiten, Berlin, Julius Springer, 1928, vol. 11, p. 809. 

3. Nencioni, M.: Onychomycosis Caused by Penicillium Brevicaule, Dermat. 
Ztschr. 45:116, 1925. 

4. Nageli: A Small Endemic of Eczema Marginatum, Schweiz. med. 
Wehnschr. 51:884, 1921. 

5. Jannin, L.: Gummatous Mycosis Caused by Scopulariopsis Koningi, Arch. 
de parasitol. 15:478, 1912; Dermat. Wechnschr. 62:365, 1916. 


Précis de parasitologie, Paris, Masson & Cie, 1922, 
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the coccyx; this was painful until it spontaneously ruptured, and after 
ing it persisted as a discharging cavity. Other similar lesions appeared 
the succeeding four months. 

e general physical examination gave negative results. 
il and upper gluteal regions there was a series of elevated, nodular, dusky 
emisolid lesions varying in size from that of an olive to that of a pea. At 
pex of each there was a necrotic ulceration admitting a probe to varying 
four lesions in the inguinal furrow communicated by sinuses. The Was- 
There was little pain except 


In the right inguinal, 


| 
n and Frei tests were repeatedly negative. 
rm pressure. The skin surrounding the lesions was uninvolved, but there was 
ralized edema, most marked about a lesion on the labium majus pudendi. 
re was no evidence of glandular involvement. There was moderate anemia. 
Clinically the resemblance of the lesion to sporotrichosis was striking, and the 


that the patient had recently resided in California suggested the possibility 


coecidioidal granuloma, but the complement-fixation test with coccidioidin 














Fig. 1.—Primary lesion at the end of eleven months. 


vas negative. Material expressed from the lesions as well as smears of material 


the sinuses were repeatedly examined and cultured but failed to reveal a 


tron 
fungus of any kind. 

On July 12 the skin surrounding each lesion was excised, and the underlying 
granulating tissue and sinuses were curetted. One sinus in the upper gluteal 
region extended downward but not into the rectum. 

Microscopic examination of the excised tissues was reported on as follows 
“The surface epithelium shows little or no change; there is active inflammatory 
hyperemia throughout the other tissues with prominence of plasma cells, poly- 
There are numerous miliary granulomas and 


morphonuclears and eosinophils. 
A number of Russell 


marked hyaline degeneration in the connective tissue stroma. 
uchsin bodies are present, and although no fungi or spores are evident, the picture 
is that usually seen in granuloma of fungous origin.” 

In September 1933 a recently developed lesion in the upper gluteal region 
which had not broken through the skin was carefully incised and thoroughly 


curetted. Material thus obtained was planted on Sabouraud’s medium in Petri 
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dishes and in six days produced at room temperature a fungous growth \ 
bacteriologists in Colorado were unable to identify. A subculture was sent t 
Hooper Institute, University of California, where a diagnosis of blastomy 
sporotrichosis was made. 

Treatment was at first symptomatic, while efforts were being made to deter: 
the nature of the process. Although for a time no micro-organism was fo 
the clinical evidence indicated a fungous infection, and iodides were tentativel) 
administered but promptly discontinued because of their unfavorable effect. After 
the fungus had been demonstrated in an uncontaminated new lesion the intra- 
venous administration of antimony and potassium tartrate as suggested by Guy 
and Jacob® was resorted to in conjunction with local roentgen irradiation, and 
all the lesions rapidly resolved. In January 1934 a complete cure had apparently 
been achieved. 

The patient then left Denver and was referred to Dr. Templeton and Dr 
Lunsford of Berkeley, Calif., for observation. They reported that about one month 
later a lesion in the gluteal region again became active and broke through the 











Fig. 2—Ulcerogummatous lesion eighteen months after the onset of the diseasé 


skin. A sinus leading into the perirectal tissue developed and necessitated surgical 
intervention. A diagnosis of pilonidal cyst was made. Careful microscopic and 
cultural examinations were made of the tissue removed at this operation, but nm 


fungi were found, and the histopathologic picture didnot suggest a fungous infec- 


tion. Healing was prompt, and at our examination in February 1935 no evidence 
of activity was present. 
CULTURAL STUDIES 

On Pennsylvania medium (a modified Sabouraud medium)? a colony four days 
old measured 8 mm. in diameter. The margins were sharp. The surface was 
finely downy and was heaped up and convoluted in the center, with radial furrows 
in the more peripheral parts. The substance was dirty vellow, moist and compact 
but crumbly. 


6. Guy, W. H., and Jacob, F. M.: Granuloma Coccidioides, Arch. Dermat. & 
Syph. 16:308 (Sept.) 1927. 

7. The composition of mediums is recorded in “Comparison of Ringworm 
Culture Ingredients: II and III” (Weidman, F. D., and Spring, Dorothy: Arch. 
Dermat. & Syph. 18:829 [Dec.] 1928). 
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1 beer wort agar the characters were similar except that the color was darker 


carrot agar the colony measured 15 mm. in diameter. The center was 
heaped up, coarsely downy and acuminate. Only the center was (pale) 
The peripheral parts of the colony 


elsewhere the colony was gray-white. 
There was an extremely thin zone 


ited mere suggestions of radial furrows. 





— 


Fig. 3.—A, four day old culture of S. brevicaulis; B, three month old culture 
The culture is dark cocoa brown in parts; it is paler on the 


on dextrose agar. 
Parts of the surface are powdery and others downy. 


summits of the folds. 
ot translucent mycelium radiating outward for about 3 mm. from the periphery 
the colony. 
On bean agar the colony presented the same appearance. 
it measured 20 mm. in diameter. It was thin, flat and almost translucent and had 


On potato dextrose 


pale yellowish-white powdery surface. 
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On corn meal agar the colony was so thin that it was almost invisible. 
surface was markedly radially striated. 

On bromphenol blue the colony measured 25 mm. in diameter. It did not 
up the dye. The center was but slightly heaped up and was traversed by 
ridges, which were only slightly suggestive of radial furrows; these sloped 
from the center to the periphery. The central parts of the colony were 
grayish yellow and powdery. Around the periphery of the colony there \ 
zone 4 mm. wide which was moist, translucent and radially striate. 

At the end of seven days all the colonies were larger, and there was an acc 
ation of the brown color. 

Changes at later dates consisted similarly in an increase in the voluminousne 
of the colony accompanied by an accentuation of the central elevation and the 

















Fig. 4—Ten day old culture in hanging drop. 


brown color. What may be regarded as the type, fully developed, colony on 
Sabouraud medium could be described as follows: When the colony was four 
months old it covered the entire surface of the agar slant in the 15 by 2.5 cm. test 
tube. It was deep cocoa brown, being somewhat lighter in the center as well as 
at the summits of the folds. There was a minute but deep crater in the center, 
which, however, was not constant in all colonies. There was a mound 12 mm. 
wide in the center of the colony the surface of which was delicately pebbled, owing 
to a combination of delicate radial and concentric furrows. Of these the concentric 
ones were slightly the more conspicuous. The mound rounded off rather suddenly 


onto a peripheral zone which proximally exhibited definite, closely placed radial 


furrows but rather promptly ended in a thin flat plain. 
The under-surface of the colony was rather dark chestnut brown but did not 
exhibit evidence of deep invasion of the agar by mycelium. 
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icroscopic Characteristics —These varied, depending on the age and environ- 
of the colony. The less complicated picture was exhibited in hanging-drop 
trose bouillon) preparations such as are regarded as standard. 
langing-Drop Preparation: The mycelium was comparatively straight and 
m branching. There was a tendency toward coremium formation. Septums 
sharply outlined. The interiors of the elongated segments contained few, 
iny, granules, and their walls and septums were so sharp that the segment 
eared almost vesicular. The side walls of hyphae were not consistently parallel, 
ading to a more or less elongated flasklike configuration of the segments. 
Similarly shaped short lateral hyphae (but not flask-shaped phialides) served 
conidiophores, from the ends of which the long chains of conidia which are 
characteristic of Scopulariopsis originated. The end of the conidiophore hypha 
was not bulbous. At times its terminal segment was multiple, each member giving 
rise to its chain of conidia. Or a segment of conidiophore sometimes extended 











— 





Fig. 5.—Long chains of conidia from four month old dried out colony on dex- 
trose agar. Some chains were at least twice as long as the ones shown, but they 
became. dissociated while being prepared for photography. 


from the side of a conidiophore hypha in such a way that collectively the structure 
of Penicillium was suggested. However, true penicillium conformations were not 
observed in any case. 

The chains of conidia contained up to twenty members. Individual conidia 
measured from 6 to 8 microns in diameter and were separated by disjunctors.® 


They were pale yellow or greenish yellow. The most distal conidia had smooth 


exteriors and comparatively clear centers; the proximal, older ones were covered 
by minute yellow granules and contained a few brilliantly refractile granules. 

When the conidia were detached from chains, which readily took place, their 
form varied, the form depending largely on the part of the surface presenting 
to the eye. Thus, some conidia were spherical or ovoid while others were flat- 
tened and protuberant (position of disjunctor) at one end. Others exhibited a 
slight elevation at one or both ends, thus assuming a lemon-like form. 

8. Rather characteristic rectangular processes extending between contiguous 


surfaces of conidia. 
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The chains of conidia developed almost entirely in the more peripheral 
of the colony. In the centers, lateral chlamydospores, no intercalated ones, oc: 
in large numbers. They were perfectly spherical, measured from 8 to 10 mi 
in diameter and had thick shells. 

Solid Medium: In material scraped from a dextrose agar colony four m 
old there were important differences. Hyphae were of three kinds. One kind 
was extremely delicate, threadlike, crooked and frequently branching; it occurred 
in restricted areas and reminded one of the enchevétrement character described 
by Sabouraud for certain trichophytons. A second was similarly delicate byt 
straight and seldom branching. <A third was also straight and seldom branching, 
but remarkably robust, the diameter of individual hyphae being equal to that 
conidia. The latter was not as abundant as the other two kinds. 

Chains were much longer than those observed in hanging-drop preparations, 
containing thirty or forty conidia. They frequently sprang directly from a 
lapsed chlamydospore or from a group of such chlamydospores. Chlamydospores 
were also exceedingly numerous but much larger than in hanging-drop preparations, 

A new structure, namely, an immature perithecium, was found. Such a struc 
ture has not been heretofore described for Scopulariopsis and may necessitate a 
revision of the classification of the fungus. It was spherical and exceedingly 
small (40 microns in diameter) and occurred at wide intervals on the under-side 
of the colony. It consisted of only six or eight layers of concentrically arranged 
hyphae. 


EXPERIMENTS WITH ANIMALS 
Four rats, four mice, two guinea-pigs and two rabbits were employed. 


Experiments with Rats—The rats were inoculated intraperitoneally and intra- 
testicularly with a thick emulsion of mycelium and conidia. Almost invariably 
there were numerous yellowish-white nodules on the peritoneum at necropsy, and 
in some cases such nodules were present also in the neighborhood of the testes. 
Metastases to the viscera did not occur in any case; i. e., lesions were confined 
to sites of implantation of the inoculum. Nodules in the testes varied in size up 
to that of a small pea. In one animal there was a minute nodule under the skin 
of the scrotum. Retroculture was successful in three of the four animals (the 
organism recovered in culture from experimental animals was the same as that 
cultured from the patient). Larger lesions, such as those in the testicle, had 
caseous centers. 

The animals were killed after intervals of five, thirty-seven, thirty-eight and 
seventy-seven days, respectively. The microscopic picture was extremely variable. 
Thus, in the subcutaneous nodule of the scrotum of the animal killed thirty-seven 
days after inoculation the center consisted of completely disintegrated polymorpho- 
nuclears surrounded by a dense fibrous wall. There were not any endothelioid 
cells. Although the fungus cells in the necrotic center appeared to be dead, retro- 
culture was successful. 

With this exception, the type of reaction was that observed in mycotic granu- 
lomas in general. Thus, the centers were suppurative and were surrounded by a 
zone of endothelioid cells or of foreign body giant cells or of both (Gougerot type 


of granuloma). A granuloma found in the capsule of the testis of the rat killed 
five days after inoculation consisted entirely of endothelioid cells. This was the 
only lesion which could have been confused histologically with tuberculosis, par- 
ticularly since in some sections it did not contain recognizable fungus cells. 
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reriments with Mice—Mice were inoculated in the same way as the rats 
that the testis was not included. Although the four mice remained alive 
om two to four months, only one exhibited lesions at necropsy. This was 
ed to a minute nodule near the testis. It was probably only a foreign body 
uloma, as the histologic picture was that of that type of lesion and all the 
ia in the center of the lesion appeared to be dead. It is not unusual for the 
to become the site of deposition of fungous material introduced by intva- 


toneal inoculation. 


rperiments with Guinea-Pigs.—Guinea-pigs were inoculated in the same way 
he rats. They were killed at the end of two and two and one-half months, 


Fig. 6.—Section of granuloma in testis of white rat. The conidia appear as 


minute circles in the center. The animal was infected by intratesticular injection. 


respectively. There was a small nodule in the testicle of one animal. The other 
exhibited a cold abscess of the testicle and intestinal wall and a minute nodule 
in the pancreas. Retroculture was not successful in one animal tested. Histo- 
logically, two types of granuloma were found. At the site of inoculation there 
was a large foreign body granuloma containing many dead conidia, some of which 
were calcified. The second type of granuloma was small and occupied the peri- 
testicular areolar tissue at several different places. This was of classic fungous 


type with a suppurative center. 
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Experiments with Rabbits—Neither of the two rabbits inoculated intraper::o- 
neally and killed four months after inoculation exhibited any pathologic chanves 


at necropsy. 


Pathologic Analysis—Mice and rabbits appeared to be relatively 
insusceptible to infection, guinea-pigs were somewhat more suscepti- 
ble, and white rats were invariably infected. Lesions were con- 
fined to sites of local implantation, 1. e., visceral invasion did not take 
place. Thus, it appears that at least for ordinary laboratory animals 


Fig. 7.—Section showing conidia in granuloma of testis of white rat infected 
by intratesticular injection. Traces of granular incrustments may be seen on one 
conidium. The vacuoles in the giant cell at the left lie at positions of liquefied 


conidia. 


this strain of Scopulariopsis has feeble pathogenic powers. However, 
in view of the fact that it remained viable in three of the four rats 
tested, it must be considered to have a certain degree of virulence. It 
can scarcely be regarded as a saprophyte. 

As to the histologic reaction, care should be taken to distinguish the 
foreign body granuloma which must inevitably appear where such large 
quantities of fungous substance were injected. Indeed, sizable masses 
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ad mycelium were at times identified in the center of such granu- 
s. There were other granulomas which were of the purely endo- 
oid type sometimes seen in cases of tuberculosis, but the most 


uent one was the Gougerot type, with a suppurative center and the 


ign body type of giant cell. The latter may not be distinguishable 

i some of the lesions of coccidioidal granuloma or chromoblastomy- 

is save for the presence of the specific parasite. 

The Parasite—Great numbers of dead conidia and lesser quantities 

dead mycelium were commonly found in the centers of the granu- 
lomas; for the most part the granules on the capsule had disappeared 
except when the conidia were calcified. Such cells were regarded as 
dead when the interiors appeared to be completely empty (usually the 
capsular granules were also absent). The shell of the conidium always 
stained faintly pink, even on living specimens. Indeed, conidia were 
regarded as living only when they contained granules, which was seldom 
the case, or when their interior stained blue. 

In size, the conidia conformed to those seen in culture; i. e., the size 
was only a fraction of that of the conidia of Gilchrist’s organism or of 
Coccidioides immitis. This extremely small size together with the resis- 
tance of staining makes them difficult to identify in direct examination 
of materials, either potassium hydroxide preparations or stained bac- 
teriologic smears, and may account for the failure to detect them in the 
pus from the patient whose case is reported. 

The utter absence of conidia in some of the granulomas may be 
explained in one of two ways: Either the parasites had died but the 
reactive tissue had not as yet become resorbed, or there are additional 
microscopic structures of Scopulariopsis of which we are unaware, such 
as the multiple gemmae which are known to occur in cells of Para- 
coccidioides braziliensis. The fact that cultures were secured even in 
cases in which the parasite was not detectable under the microscope may 
argue in favor of the latter hypothesis and may offer, in addition, a clue 
to an explanation for the rather frequent instances of “granulomas of 
undetermined nature” which are met in dermatologic experience. On 
the other hand, it is possible that the organism may still have been 
present, but in such small numbers and so widely dispersed that they 
escaped detection in histologic sections but could nevertheless give rise to 
positive cultures. 

The histologic changes that might be expected in cases of infection 
with Scopulariopsis in man could be either those of the endothelioid 
type of tubercle or those of the Gougerot type of granuloma. To the 
latter, and possibly the former also, the presence of conidia should be 
added. The conidia would be extremely small, i. e., slightly larger than 
a red blood cell, with a thin pink capsule perhaps studded with pink 
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granules. The interior would be granular or diffusely blue. In 
extemporaneous potassium hydroxide preparation of pus, conidia w 

be difficult to detect because they would be readily confused with deg 
erate leukocytes and red blood cells. In bacteriologic smears stained 
with methylene blue or with another staining agent they might escape 
detection for similar reasons. Probably the most promising method of 
examination of pus would be the “wet Giemsa” method. 

It is urged that Scopulariopsis be added by dermatologists to the list 
of possible fungous agents producing subacute ulcerating granulomas 
and that critical laboratory examinations be made in a way that would 
be appropriate for the detection of its conidia. 

Fungous Cells in Pus.—Only conidia were observed in a sample of 
pus secured from a nodule near the testis of a white rat. They varied 
slightly in size, some being slightly smaller and others slightly larger than 
a polymorphonuclear leukocyte. In general the appearances were the same 
as those described for pus cells in histologic sections. They were spher- 
ical, elliptic, ovoid, limoniform or apiculate at one end. It was extremely 
difficult to stain them differentially so that they would stand out dis- 
tinctly from the matrix of leukocytes in which they lay. The Giemsa 
and the Ziehl-Neelsen stain, Mallory’s connective tissue stain and aniline 
blue were tried. Of these, aniline blue served best, not because it stained 
the parasite but because it provided a more deeply stained matrix against 
which the parasites stood out by contrast because they remained rela- 
tively unstained. The wet india ink technic was not serviceable because 
the parasite did not differ in brilliance or refractility from the poly- 
morphonuclears. All in all, then, the extemporaneous potassium hydrox- 
ide preparations gave results equal to those obtained thus far by the 


staining methods that we tested. 


PATHOGENICITY OF THE FUNGUS 
As it is known that S. brevicaulis is saphrophytic on a wide range 
of vegetable and other organic matter and that the species thus far 
identified have been largely met in cases of superficial dermatoses, such 
as ringworm of the nails, it is natural to be skeptical about a pathogenic 
role for any species of Scopulariopsis. Nevertheless, by analogy, with 


Sporotrichum for example, one realizes that it is entirely possible for 


fungi which are saprophytic in nature to also possess pathogenic proper- 
ties. The criticism that the micro-organism was not identified micro- 
scopically either in pus or in histologic section is more serious. 

In the face of this, the arguments in favor of pathogenicity for our 
strain are as follows: (1) the reasonable exclusion of other etiologic 
factors; (2) the production of granulomas in experimental rats; (3) the 
fact that the parasite remained viable for thirty-seven days in such ani 
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(4) the capacity of other strains of Scopulariopsis to produce 
rogummatous lesions in man as reported by Bloch and Jannin. 
ily, the pus from which cultures were secured came from a closed 
on. While we do not wish to appear overly insistent in the matter, 
wish to indicate that the failure to identify the conidia, at least in 
_ may have been due to unpreparedness as to the laboratory technic 


essary for detecting such extremely minute fungous cells. At the 


ie time we wish to call attention again to similar absence of recog- 
; 


vable fungous cells in the interiors of certain granulomas in the experi- 
nental rats and to the speculation in which we indulged earlier in this 

iper as to a possible role of smaller forms of Scopulariopsis than are 
now recognized, e. g., coccoid bodies of the order of multiple gemmae, 
such as are known to be, found in histoplasmosis and paracoccidioidal 
oranuloma. 

On the whole, then, we believe that there is a preponderance of 
evidence in favor of pathogenicity for our strain of Scopulariopsis 
which is at least sufficient to justify calling attention to this fungus and 
to the necessity for further studies if, and when, it appears in the future. 


CLASSIFICATION OF FUNGUS 
We have already emphasized the differing character of mycelium in 
young and old cultures, particularly as to delicacy. In the recorded 
descriptions of different species of Scopulariopsis by various authors 
this point does not appear to have been covered; hence we are not 
inclined to attach diagnostic importance to such characters in the way 
in which they have. Similarly, the presence of immature perithecia 
and of the aggregations of chlamydospores which gave rise to chains 
was dependent on the age of the culture; hence these items cannot be 
invoked to separate our strain from strains already described because we 
are not sure that other authors included such material in their studies. 
Characters of conidia, however, are relatively stable; therefore, the bur- 
den of evidence will be placed on them in the succeeding considerations. 
Considering first the several species which induced deep mycoses, 
our strain is distinguishable from S. Koningi only because under the 
microscepe the conidia of the latter were rose colored and the conidio- 
phores were longer (from 30 to 40 microns). Otherwise it was similar 
to S. Koningi, both organisms appearing as brown colonies on solid 
mediums and having tuberculated conidia.* Further studies that are 
planned may definitely align our strain with S. Koningi. 
S. Blochi was promptly dismissed from consideration because the 
conidia in our strain were so small (from 3 to 4 microns in length and 
irom 1.5 to 2 microns in width). Furthermore, they were ellipsoid and 


9, Erroneously described as “smooth” by Grutz (footnote 2), p. 802). 
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apiculate at both ends. The extreme delicacy of the mycelium diamet 
(from 0.5 to 1.5 microns) may or may not have value in differenti: 
diagnosis. 

S. ivorensis is so inadequately described that it is not possible t 
compare it with our strain. 

Consideration of the superficial invaders may at first thought appea: 
superfluous, but we wish to heed them also since our strain resembled 
the one previously studied by one of us (F. D. W.) in a case of onycho 
mycosis, namely, S. brevicaulis, which has been referred to already. 
The colonies grown on solid medium were identical for the two organ 
isms. In hanging-drop preparations the characters of individual conidia, 
the length of the chains and the number of conidia comprising them 
were also identical. 

S. Castellanii of Ota’® was at once distinguished from our strain 
because its colonies were always white. Otherwise, it appears to be 
identical with our strain. 

Scopulariopsis cinerea is inadequately described and cannot be com 
pared with our strain. 

In short, it appears that our strain can be differentiated sufficiently 
from three of the six species which are adequately described to permit 
comparison. It is probably identical with S. brevicaulis, as previously 
described, but restudy of original cultures (if available) from previously 
described sources would be necessary to settle this point, and particular 
attention would have to be paid to the question of ascus formation in 
old dextrose agar cultures. 

In the present state of affairs we prefer still to designate the disease 
produced as scopulariopsosis, although our ascigerous strain would not 
be classified as Scopulariopsis by the botanists. Certainly the arrange- 
ment of the chains is the same in our strain as in others described; it 
is distinctive, and it serves as a useful, though temporary, structural 
basis around which to begin the study and analysis of future cases of 
infection with S. brevicaulis. 

SUMMARY 


An ulcerogummatous process beginning in the inguinal region but 
subsequently extending to the perineum and buttock of the same side, 
occurring in a young woman who had resided in California, was, in the 
absence of full laboratory examination to confirm the clinical diagnosis, 
regarded as one of the commoner mycoses, such as sporotrichosis or 
coccidioidal granuloma. The culture of S. brevicaulis obtained from 
pus appeared to incriminate that species as the causative organism. 


10. Ota, M., and Komaya, G.: A New Species of the Genus Scopulariopsis 
(Bainier); S. Castellanii, Dermat. Wchnschr. 78:163, 1924. 
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Tests on animals indicated that this species has but feeble invasive 
wers although it can proliferate or at least remain viable in animal 
sues for thirty-seven days and induce the formation of lesions other 
an foreign body granulomas. 

It is recommended that dermatologists add scopulariopsosis to the 
st of fungous diseases with deep lesions which may possibly occur in 


\merica, particularly in view of the favorable response to treatment 


vith antimony and potassium tartrate. Our experience suggests that 
ome granulomas of undetermined nature are due to Scopulariopsis, 
the cells of which are difficult to recognize by ordinary mycologic tech- 
nic because they are so small and may be confused with polymorpho- 
nuclear leukocytes. 

An attempt is made to indicate methods of procedure for the detec- 
tion of such cells. 

ABSTRACT OF DISCUSSION 

Dr. H. J. TEMPLETON, Oakland, Cal.: My colleagues and I called a proc- 
tologist into consultation. He thought that the conditicn was a pilonidal cyst 
which had broken down and had become secondarily infected. At operation he 
lestroyed the cyst thoroughly with the cautery. There was no connection with the 
anus or rectum. At the time of operation a culture was taken; from this there 
developed a growth which we classified as Penicillium. It is likely that we over- 
looked the mycologic possibility which the authors have discussed. When I com- 
municated with the patient’s family a few weeks ago I was told that there had 
been no recurrence after the thorough desiccation with the actual cautery. 





THE SO-CALLED LIBMAN-SACKS SYNDROME 
ITS RELATION TO DERMATOLOGY 
GEORGE H. BELOTE, M.D. 
AND 


M.S Vo RATNER, MD. 


ANN ARBOR, MICH, 


[s it possible that there is a disease seen only in New York City, 


or is the same condition seen elsewhere classified differently? It is 


perhaps significant that Libman observed atypical verrucous endocarditis 


as early as 1911, and that all of the literature on this subject has com« 
from New York City, being contributed by Libman, the original 
observer,' Libman and Sacks,? Baehr,* Baehr and Sacks * and Gross,’ 
all from the Mount Sinai Hospital. The early descriptions are sum- 


marized as follows: 


Besides those cases that present the clinical picture of rheumatic fever and the 
typical verrucae on the valves, but not Aschoff bodies, there exists a group of 
cases presenting more or less the clinical picture of rheumatic fever (with perhaps 
a greater tendency to the occurrence of purpura and erythema), not showing 
Aschoff bodies at the postmortem examination, and accompanied by lesions on the 
valves which do not correspond to those usually found in rheumatic fever. The 
lesions are much larger and flatter, and have a tendency to extend for a fair 
distance along the surface of the valves. They may show a somewhat crinkled 
appearance, and in one case the lesion extended from the mitral valve for a 
considerable distance over the mural endocardium of the left ventricle. The mural 
endocardium may be involved at a distance far away from the valves. Bacteria 
have thus far not been found in the vegetations of this group. 

Read at the Fifty-Eighth Annual Meeting of the American Dermatological 
Association, Inc., White Sulphur Springs, W. Va., May 2, 1935. 

Studies and Contributions of the Departments of Dermatology and Syphilology 
and Pediatrics, University of Michigan Medical School, services of Dr. Udo J. 
Wile and Dr. D. Murray Cowie, respectively. 

1. Libman, E.: M. Clin. North America 1:573 (Nov.) 1917; Brit. “M. J. 
2:304 (Aug. 28) 1920; Characterization of Various Forms of Endocarditis, J. A. 
M. A. 80:813 (March 24) 1923; Proc. New York Path. Soc. 23:69, 1923. 

2. Libman, E., and Sacks, B.: Tr. A. Am. Physicians 38:47, 1923; A 
Hitherto Undescribed Form of Valvular and Mural Endocarditis, Arch. Int. Med. 
33:701 (June) 1924. 

3. Baehr, G.: Tr. A. Am. Physicians 46:87, 1931. 

4. Baehr, G., and Sacks, B.: Proc. New York Path. Soc. 23:64, 1923. 

5. Gross, Louis, in Contributions to the Medical Sciences in Honor of Dr. 
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Emanuel Libman, New York, The International Press, 1932, vol. 2, p. 527. 
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The clinical findings are summarized as follows: 

[he disease in the form in which it attacked young people who had previously 
id no organic symptoms ran a subacute course with fever and progressive 
emia. Briefly enumerated, the clinical findings were pericarditis, white-centered 
etechiae, arthritis, erythematous and purpuric rashes, ulcerative lesions of the 
ucous membranes, pleuropulmonary symptoms, embolic phenomena, enlargement 

the liver and spleen, acute glomerulonephritis, a tendency to leukopenia and 
peatedly negative blood cultures. Two of the patients had an eruption on the 
ice which resembled acute lupus erythematosus disseminatus. One of the patients 
said to have had tender erythematous nodules which were apparently identical 
vith Osler nodes, previously observed only in subacute bacterial endocarditis. 


Apparently this syndrome is rare or at least rarely recognized. 
\mong 6,000 autopsies Gross* found thirty-seven cases which pos- 
sibly represent this condition, and of these there were only eleven about 
which he felt there was no question. These eleven he studied in detail, 
and table 1 is a reprint of that of Gross ° showing the major character- 
istics of the condition. 

Examination of this table discloses a number of interesting facts. 
These patients were relatively young, and the duration of their condi- 
tion from onset to death was usually measured in months. During the 
course of the disease they had a high temperature of septic type, with 
gradual weakening and ultimate death of a cerebral type. The causes 
of death in the eleven cases listed by Gross ° are given as follows: con- 
vulsions, two; uremia, two; cerebral condition, two; pulmonary disease, 
two; alkalosis (?), one; cardiac disease, one, and cause not given, one. 

Practically all of these patients showed evidence of marked renal 
damage, the urine containing variable quantities of albumin, casts and 
blood cells. Anemia was moderate to marked and leukopenia the rule 
rather than leukocytosis. 

In ten of the eleven cases the onset was observed in joint symptoms, 
and in one case a skin eruption apparently was the first sign. 

Of especial interest to dermatologists is the summary of lesions of 
the skin and mucous membranes which have been reported in connection 
with this syndrome. Apparently only one of the eleven patients escaped 
involvement of this sort. Five of them presented a facial eruption 
which had the appearance of acute lupus erythematosus, and one of 
these had an eruption of similar appearance on the arms and trunk. In 


nine patients petechiae or purpura or both were present. In the others 
erythema, herpes, dermatomyositis, bluish discolorations, Osler nodes 


and buccal ulcers were found with less regularity. 

Although this condition apparentl, is commonly associated with 
lesions of the skin and mucous membranes, we have found but one 
presentation from a dermatologic source. Wise ° presented a question- 


6. Wise, Fred: Lupus Erythematous Disseminatus: Syndrome of Libman- 
Sachs (?), Arch. Dermat. & Syph. 26:733 (Oct.) 1932. 
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je case at a meeting of the New York Dermatological Society in 1932. 
owever, on further examination of that case, Dr. Libman concluded 
at it probably did not belong in this group. 

Consequently, a complex has been formulated which is referred to 
om the pathologic standpoint as atypical verrucous endocarditis or 
onrheumatic verrucous endocarditis and, from the clinical standpoint, 
; the Libman-Sacks syndrome. It is timely, however, to point out 

that the concept of this syndrome is changing. Baehr,* in discussing 
the renal complications of endocarditis, had the following to say: 

Two additional examples of the disease have been observed clinically and 
t-dicd postmortem, but not included in this series, in which the valvular endocardium 
was uninvolved. As Libman recognized clinically, the endocarditis is, therefore, not 
an essential feature of the disease. It may be absent in cases presenting typical 
changes in the skin, kidneys and other viscera. 

This disease of the cardiovascular system can often be recognized during life 
because of the cutaneous and renal manifestations. Like rheumatic fever, it is 
capable of producing verrucous endocarditis and even chronic valvular defects. 


Baehr expressed the belief that the condition primarily is the result 
of endothelial damage (of which endocarditis is only a part) by a toxic 
agent probably of bacterial origin. He also stated that the vascular 
lesions are usually most conspicuous in the kidneys and consist largely 
of changes dependent on endothelial proliferation. 

Hence, we have here the unusual situation in which a condition 
originally recognized on the basis of an unusual endocarditis is being 
divorced from the essential finding of the original description and the 
endocarditis relegated to a secondary role. Recognizing the changing 
concept, we shall present our case and let the future decide whether or 
not it belongs to this group, and, indeed, whether or not there is justi- 
fication for recognizing any such separate group. 


REPORT OF A_ CASE 


History.—A. S., a girl aged 8 years, was admitted to the pediatric wards of the 
University Hospital on Sept. 13, 1933, with a chief complaint of pain in the joints, 
loss of weight and fever. There was no previous history of heart disease, rheumatic 
fever, chorea or symptoms involving the joints. The family history was unimportant. 

The present illness dated back to February 1933, when she had an episode of 
epigastric distress and constipation associated with an attack of polyarthritis which 
started in the ankles and involved the shoulders, wrists and knees. There was 
no swelling or redness of the joints, and the pain was the predominant part of 
the sickness. From then on she steadily lost weight (from 10 to 15 pounds [4.5 to 
6.8 Kg.] in five months), was bedridden, had a mild fever and presented an 
eruption of the skin on her face. In July the patient was advised to have her 
tonsils and adenoids removed. Within ten days after their removal there was a 
marked exacerbation of all of her symptoms; a high temperature developed. the 
pain in the joints increased, and the condition of the face became worse. At this 
time she entered St. Mary’s Hospital, Detroit. The findings included a high 
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temperature, suggesting septicemia or meningitis, low red and white blood 
counts, a normal differential count and a low hemoglobin content. At St. Mar 
Hospital she contracted an infection of the ears, which drained for from seven 
ten days and then cleared up. She stayed there until her admission to the Univers) 
Hospital in September. During this time she had an irregular septic temperatu 
lost weight and became progressively weaker. 

Physical Examination.—The child was poorly nourished and obviously ill. Asi: 
from the skin and mucous membranes, the positive findings chiefly referred 
the ears, which showed evidence of healed bilateral otitis media, and to the heart and 











Fig. 1—The authors’ patient, showing the distribution and character of the 


facial eruption. 


joints. The heart was enlarged 2 cm. to the left of the midclavicular line, and 
a soft systolic murmur was heard at the apex. The pulse rate ranged from 
115 to 140 per minute. While the joints, more particularly the knees and hips, 
showed distinct limitation of motion, there were no actual deformities. The patient 
was hyposensitive to pain by the Libman styloid test. 

The skin presented an eruption of two types. The more conspicuous one 
involved the face and occupied the malar eminences, the nose, the supra-orbital 
region and to a lesser extent the lips and chin. In the first three locations 
the eruption was decidedly confluent with outlying peripheral islets of pinhead 
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ea size. Over the lips and chin the eruption consisted of the smaller pin- 

to pea size lesions. The eruption was erythematosquamous and brightly red. 
re was at this time no marked edema, atrophy, dilatation of sebaceous orifices 
scarring. 

[he second portion of the eruption involved the dorsa of the hands in the 
rion of the metacarpophalangeal joints and the buttocks. This consisted of 
tches varying in size from that of a dime to that of a quarter and reddish blue, 
stinctly thickened and lichenified. We could never convince ourselves that this 
rtion of the eruption had any relation to the first. We were inclined to regard 
as traumatic since the patient had been ill for months and had used a bedpan 
itinuously. 

The mucous membranes of the lips, tongue and hard palate revealed several 
iperficial small inflammatory erosions, which could have resulted from the 


rupture of pinhead size vesicles. 

Laboratory Findings—The Kahn test was negative. Agglutination tests were 
negative for Bacillus typhosus, Bacillus paratyphosus A and B, Brucella abortus 
and Brucella melitensis. Ten blood cultures made between August 1933 and 
April 1934 were negative. This study included aerobic and anaerobic cultures 


and the use of liver broth and Sabouraud’s mediums. 

Numerous procedures were aimed at determining the presence of tuberculosis 
but the details are omitted because of the complete absence at autopsy of any 
observations even suggestive of tuberculosis. The results were all negative. 

Electrocardiograms showed, on Sept. 20, 1933, sinus tachycardia but no definitely 
abnormal condition, and, on Feb. 12, 1934, no pathologic changes. 

X-Ray films showed: on Sept. 19, 1933, a normal condition of the knee; on 
October 30, peritruncal infiltration of the posterior lobe of the right lung, following 
a recurrence of a respiratory infection, and a relatively large heart with fulness 
of the left side; on November 20, definite enlargement of the heart with fulness of 
the left auricular area and no abnormality of the bones of the lower extremities ; 
on Feb. 12, 1934, bronchial pneumonitis and chronic infiltration at the hilus; on 
March 29, clear pulmonary fields and cardiac enlargement; on April 12, marked 
cardiac enlargement with a globular cardiac outline. 

A biopsy of a facial lesion made on Dec. 12, 1933, will be discussed later. On 
March 10, 1934, a lymph gland from the inguinal region showed simple hyperplasia 
of the lymph node. 

The blood findings were as follows: hemoglobin content, from 49 to 66 per 
cent (Sahli); red blood cells, from 2,500,000 to 4,000,000 per cubic millimeter ; 
white blood cells, from 5,500 to 7,500 per cubic millimeter, with 13,800 cells on April 
17. A typical differential count was as follows: polymorphonuclears, 82.5 pe: cent; 
large lymphocytes, 8.5; small lymphocytes, 7.5; monocytes, 1; eosinophils, present ; 
endothelial cells, 0.5. Platelets were slightly increased on one determination. There 
was marked basophilia of the granules of polymorphonculears. The red blood 
cells were pale, round, and showed some degree of anisocytosis. Such observations 
on the blood are characteristic of infection with a “secondary” anemia. 

The urine on Dec. 15 to 17, 1933, has a specific gravity of 1.025 and 1.026. 
\t all other times the specific gravity was below 1.020. From December 15 
onward the urine showed albumin (from a trace to 3 plus). White cells, occasional 
red cells and granular casts were observed. Culture of the urine on one occasion 
revealed Bacillus coli. 

Course of the Disease-—Clinically this was regarded as a case belonging to 
the Libman-Sacks group, and every effort was made to follow it to its termination. 
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During the child’s stay in the hospital her condition ran a typically sept 
downhill course. The temperature in the afternoon attained 102-105 F., and t} 
pulse rate was practically constantly above 100 per minute; occasionally it reach 
150. At times transient erythemas involving the trunk and arms were note: 
with these often were tenderness and sensitivity of the joints. On Dec. 21 
1933, and on Jan. 22 and Feb. 10, 1934, convulsive attacks lasting several minutes 
were observed. She also had several acute infections, including pyelitis, betwee: 
Sept. 26 and Oct. 16, 1933. On the last date the urine showed no _bacteri: 
3ronchopneumonia developed in February 1934 after the patient had been retrans 
ferred to St. Mary’s Hospital, and after March 6 the patient had a continued 
discharge from the left ear until her death on April 18. 

The cutaneous condition at times became brilliantly erythematous and at other 
times distinctly more bluish. Scaling varied considerably, and during the latter 
months the face took on a distinct brownish hyperpigmentation. 

The only treatment which appeared to be of benefit consisted of frequent trans- 
fusions of whole blood. 


Autopsy.—The protocol of the autopsy was furnished us by Dr. James Davis, 
professor of pathology at Wayne University. The observations were as follows: 


The subject was a poorly nourished white female having the appearance of 
being approximately 8 years of age. The hair was dark flaxen color and not 
abundant. The mouth showed a septic condition. The canal of the right ear 
exhibited some moisture, suggesting an active discharge. Besides the decided 
emaciation of the body, the cutaneous surface was darker than normal; this was 
particularly true of the lower portion of the forehead and of the nose and face, 


the pigmented area giving the suggestion of a butterfly outline. 

In the right inguinal region was evidence of a recent wound produced by 
operation for biopsy. There were small excoriations on the elbows and on the 
weight-bearing portions of the body. The legs were flexed so that each was at 
approximately a right angle to the thigh. There was some fixation of the hip 
joints. 

Cranial Cavity and Contents: The brain was well developed, weighing 1,150 Gm. 
Edema was present over the entire convex surface of the cerebrum. The pia 
arachnoid was distended by the edemic fluid. The fluid was clear and outlined 
the sulci plainly. The brain fluid was increased in amount, not only in the areas 
of edema, but to a moderate extent in the ventricles; there was no marked 
congestion. No pathologic changes were found in the parenchyma of the brain. 
No inflammatory changes were recognized anywhere in the brain or brain stem 
tissues. The cerebellum and cerebrum had essentially the same general appearance. 

The pituitary body was considerably reddened, as was also the pituitary 
stem, and was larger than normal. The pineal body measured 1.5 cm. in length 
and 0.5 cm. in width, and was dirty gray. 

There was an excess of fluid in the spinal cord; this fluid was clear. 

The blood sinuses were normal except the sphenoid, which contained thick 
pus of sufficient quantity to fill half the cavity. There was no evidence of bone 
softening or bone destruction in the wall of this sinus. 

The mastoid cells were normal; the middle ear canal was moist and gave 
evidence of chronic excessive secretion. 

The appearance of the skull was normal. 

Thoracic Cavity and Neck: The thyroid gland was small; the parathyroid 
bodies were evident; both the thyroid and the parathyroid tissue appeared normal. 
The thymus was small and not congested but pale in appearance. 
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The thoracic cavity contained a small excess of seropurulent fluid. The parietal 
d visceral surfaces of the pleura were adherent over the entire surface of 
right and left lungs, and there were adhesions between the diaphragmatic and 
isceral surfaces. In places, the exudate was organized and stringy; in other places 


was not well organized but exhibited a sticky, plastic character. 


The left lung showed irregular areas of consolidation. The right lung showed 
omplete consolidation of the upper lobe and irregular consolidation of the 
remaining parenchyma. Cut surfaces of the lungs showed that the consolidated 
ireas were representative of two processes: a lobar and a lobular type of inflam- 


matory change. The lobar consolidation was confined to the right upper pole. 

The heart was markedly enlarged, weighing 190 Gm. (after being opened) 
ind measuring 12 cm. in length, 8.5 cm. in transverse diameter, and 6.5 cm. in 
thickness (anterior and posterior); it presented a Dutch boot outline. The peri- 
cardium was found adhering over the entire epicardial surface. The adhesion 
was caused by a plastic exudate which was not abundant in fibrin, and the layers 
could be separated without much effort. The typical so-called bread and butter 
appearance was apparent over most of the epicardial surface, particularly over the 
right atrium and the right ventricle. The valves were normal, except the 
mitral and the tricuspid valve. The mitral valve at the margin of the cusp showed 
a finely granular productive change. The same formation was seen in the tricuspid 
valve but only in certain irregular areas. The myocardium showed hypertrophy 
and was not easily torn. The foramen ovale was entirely closed, and the tissue 
closing this area was white and fibrous. 

The peribronchial and the mediastinal lymph nodes were not enlarged. 

Abdominal Cavity and Contents: The omentum was well developed. The 
stomach and intestines showed some postmortem autolysis, some postmortem 
distention and slight pigmentation from small flocculae of clotted blood cells. 
The liver was of normal size, and so were the gallbladder and gall ducts. There 
were no stones. The spleen was enlarged to approximately twice the normal 
size. The hemolymph nodes were small. The abdominal lymph nodes in all 
positions were small. The pancreas was normal but firmer than usual. Both 
adrenals were normal except that they were drier and firmer than normal. Both 
kidneys were about one-sixth larger than normal, and the cortical portions were 
pale or whitish. The pyramids were not especially congested. The ureters, the 
urinary bladder, the uterus and its adenexa and the peritoneum were normal. No 
bone changes were observed. 

Microscopic Examination: The pineal gland showed considerable congestion 
of blood vessels and slight postmortem autolysis. 

Three sections of the lung exhibited local hemorrhages and localized aggrega- 
tions of pus cells. The bronchioles were filled with pus cells and mucus. There 
was no marked exfoliation of the bronchial epithelium. The pleura was edemic 
and showed fibrinous exudate. In some localized areas of the lung there were 
many reticulocytes. A fourth section exhibited marked fibrinous exudate on a 
thickened pleural surface. The pleura proper was thickened by young fibroblastic 
proliferation. The subpleural zone was thickened, indicating an old pleural process. 

The heart muscle was thickened and adherent to the epicardial surface layer. 
There were an old and a recent process, the old showing fibroblastic thickening and 
the new a fresh exudate of fibrin. The pericardial fat was infiltrated with 
leukocytes. 

The heart valve tissue exhibited degenerative changes of hyaline type, but 
some localized areas had a mild gelatinous appearance. The nuclei through most 
of this tissue showed some grade of disintegration, and there were areas of 
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unmistakable deposition of material which had been organized as young connecti 
tissue. No Aschoff bodies were found. 

The spleen revealed an excess of yellowish-brown pigment. There was thici 
ening of the walls of splenic blood vessels. Some of the follicles were obscure: 
There was an organized exudate on the capsular surface consisting of fibroblasti: 
cells infiltrated by polymorphonuclear leukocytes. 

The kidneys revealed congestion of the pyramidal vessels, formation of hyaline 
casts, scarring of a few glomeruli, localized areas of chronic infection with a 
few small retention cysts and collapse of numerous tubules. The infection extended 
over a considerable portion of the cortex, involving both glomerular and secretory 
tubules. The capsule was thickened. A few of the afferent and efferent vessels 
had thickened walls. One section showed increase of stromal tissue and conges- 
tion and infection of the apex of the pyramid. There was also grade 2 tubular 
nephrosis. Another section exhibited multiple small areas of congestion, grade 2 
tubular nephrosis and numerous hyaline casts. 

The liver exhibited some elevation of the icterus index estimated at 30 and 
grade 1 fatty necrosis. There was generative reduction of parenchyma. There 
were three lobules per field. 

The spinal cord tissue showed marked congestion of the pia-arachnoid and 
good preservatior of the parenchyma. 

The thyroid was small and not well developed. One section showed slight 
postmortem autolysis. 

Sections of the adrenal gland exhibited slight postmortem autolysis. 

A small lymph node presented slight hyperplasia, some pigmentation and post- 
mortem autolysis. 

The pancreatic islet tissue showed hypertrophy and considerable hyperplasia. 
The acinar tissue showed no change. 

Diagnosis: The gross impressions were: (1) terminal cerebral edema and 
increased cerebrospinal fluid; (2) terminal lobar and lobular pneumonia, accom- 
panied by visceral and parietal adhesive pleuritis irregularly involving all surfaces, 
with a small amount of seropurulent exudate; (3) adhesive pericarditis and 
epicarditis; (4) cardiac hypertrophy (heart weighing 190 Gm.); (5) valvular 
endocarditis, the mitral and tricuspid valves involved; (6) purulent sphenoidal 
sinusitis; (7) chronic otitis media; (8) ankylosis of the knee and hip joints; 
(9) hypertrophy of the spleen; (10) renal hypertrophy, and (11) chronic cuta- 
neous erythema with a persisting lesion on the forehead, nose and cheeks. 

The microscopic diagnosis was: (1) terminal lobular and lobar pneumonia 
with fibrinous exudative pleurisy; (2) old healed pleurisy producing marked 
thickening; (3). terminal pericarditis and epicarditis; (4) old pericarditis and 
epicarditis and healed chronic valvulitis; (5) old perisplenitis with marked thick- 
ening of the capsule; (6) chronic unresolved pyonephritis with associated nephro- 
sis, and (7) parenchymatous and fatty degeneration of the liver. 

Comment: The cardiac changes presented essentially the picture described 
by Libman and Sacks. 

COM MENT 


3ecause of the importance of the renal changes recently stressed 


by Baehr, the sections of kidney were also examined by Dr. Gordon of 
the department of pathology of the University of Michigan. His 
observations are similar to those of Dr. Davis: 


The tubules showed degenerative changes usually referred to as tubular nephro- 
sis. Occasional glomeruli showed fibroblastic proliferation with obliteration of 
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wman’s space and endothelial proliferation at the hilus. The interstitial vas- 
ilar changes consisted of a slight perivascular fibroblastic change indicative of 


relatively old process. 


Just how should this case be classified? We have studied the pro- 


col of the autopsy with the cardiologists, and they are in agreement 
hat this certainly is not the ordinary rheumatic syndrome and just as 
‘ertainly not the usual type of subacute bacterial endocarditis. They 
believe with us that this probably represents the so-called Libman-Sacks 
syndrome. 

When we review the history of the patient, we are impressed with 
the succession of infections. Otitis media, pyelitis, bronchopneumonia 
and again otitis media associated with joint symptoms, renal changes 
and an almost continuously septic type of temperature certainly seem 
to point to a sepsis, and yet one of the outstanding features of this 
group and of our case in particular is the fact that repeated blood cul- 
tures have been negative. 

Just how much importance we can attach to the purulent condition 
of the sphenoid sinus observed at autopsy, we are not sure. We should 
be inclined, however, to regard it as a terminal complication possibly 
associated with the known infection of the ear. 

Historically, it may be pointed out that the concept of an association 
of erythematous eruptions with visceral disease is not new. Between 
1895 and 1904, Osler’ published a report “on the visceral manifesta- 
tions of the erythema group of skin diseases” based on a series of 
twenty-nine cases. While, in view of present-day ideas, this perhaps 
could have been better entitled “Erythematous Eruptions Associated 
with Visceral Disease,” it shows us without doubt that various skin 
manifestations associated with visceral disease had been noted. 

Osler’s table, a reprint of which is given in our table 2, shows a 
surprising incidence of erythema and purpura. In addition, there is 
a frequent association of arthritis and renal involvement. A comparison 
of this table and that of Gross shows a striking similarity of signs and 
symptoms, a fact already commented on by Libman and his co-workers. 

While it is true that Osler stated, “It is unlikely that any of my 
patients had endocarditis,” it is also true that he had little autopsy 
material in his group of twenty-nine cases, and it is entirely possible 
that lesions of this type were missed. In support of this, we may point 
out that of a group of competent internists and pediatricians who 
examined our patient, only half found endocarditis. At least four 
denied its existence from the clinical standpoint. 

Evidence that at least one of the cases was closely similar to that 
described for the Libman-Sacks syndrome is the comment of Dr. G. H. 
Fox, of New York, who saw Osler’s case 26. He writes that he 


7. Osler, William: Am. J. M. Se. 127:1, 1904. 
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thought the condition “looked like acute lupus erythematosus.” It see: 
obvious, therefore, that this type of eruption was seen associated wit 
visceral disease before emphasis was laid on the syndrome by Libm: 
and Sacks. The question may well then be raised as to whether or no 
the verrucous endocarditis in this syndrome has anything more tha 
an incidental significance. It is suggested, at least, that the valvular 
lesion is merely an added finding and that the Libman-Sacks syndrome 
is a subgroup of the large group referred to by Osler many years ago. 
Is the eruption lupus erythematosus disseminatus? This question can 
probably best be discussed from the standpoints of clinical findings 
and microscopic and postmortem observations in cases previously 
recognized as instances of disseminated lupus erythematosus. 

Clinically, and from the standpoint of the usual laboratory pro- 
cedures, there is nothing except endocarditis in the Libman-Sacks 
syndrome which has not already commonly been described in lupus 
erythematosus disseminatus. The type of onset, the febrile course, the 
pleuropulmonary complications, the duration of the disease and _ the 
mode of death are all duplicated in cases of lupus erythematosus dis- 
seminatus. Likewise the involvement of the joints, the cutaneous 
eruption, including hemorrhagic lesions and pigmentation, the renal 
complications, the anemia and the leukopenia are all included in standard 
descriptions of lupus erythematosus disseminatus. The only outstanding 
differences are in the cardiac changes (endocarditis appears to be the 
rule in the Libman-Sacks syndrome and the exception in the dis- 
seminated form of lupus erythematosus) and in the fact that a strep- 
tococcus has often been cultivated from the blood stream in lupus 
erythematosus while in the Libman-Sacks syndrome the blood cultures 
have been persistently negative. Positive cultures in disseminated lupus 
erythematosus have been reported by Sibley and Wynn,* Gibson,’ Low, 
Logan and Rutherford,’® Seminario and Pessano,’: Madden? and 
others. 

Microscopically, our sections showed in the epidermis mild hyper- 
keratotic follicular plugging, colliquative degeneration of the epidermis, 


more particularly of the basal layer, occasional acanthotic zones and 
marked flattening of the rete pegs. The upper part of the corium was 
edematous; it had a large number of pigment-containing cells, and the 


vascular elements were all dilated. The upper part of the corium also 

8. Sibley, W. K., and Wynn, W. H.: Brit. J. Dermat. 35:323, 1923. 

9. Gibson, F.: Brit. J. Dermat. 37:232, 1925. 

10. Low, R. C.; Logan, W. R., and Rutherford, A.: Brit. J. Dermat. 32:253, 
1920. 

11. Seminario, C., and Pessano, J.: Semana méd. 2:721, 1930. 

12. Madden, J. F.: Acute Disseminated Lupus Erythematosus, Arch. Dermat 
& Syph. 25:854 (May) 1932. 





BELOTE-RATNER—LIBMAN-SACKS SYNDROME 


ntained an infiltrate composed largely of mononucleate cells with a 
ndency toward perivascular and periglandular arrangement. Although 
e biopsy specimen was from the face, sebaceous elements were almost 
itirely lacking. Deep in the corium sweat glands were still present and 


pparently fairly normal. . Stains for elastic tissue showed this material 


ecreased in the edematous upper portion of the corium and present, 
hough somewhat fragmented, throughout the remainder of the sec- 
tion. While special stains were not made, hematoxylin and eosin and 


“7 


Fig. 2.—Section of tissue taken from the area of the facial eruption. It shows 


the changes described in the text. 


Van Gieson preparations showed no marked degenerative changes, all 
tissues staining fairly normally except the upper edematous portion 
of the corium. Marked endothelial changes were not noted. 

In his review of the known pathologic changes occurring in acute 
disseminated lupus erythematosus, Madden ** summarized the observa- 
tions as follows: 

The microscopic observations are not diagnostic, but are extremely suggestive. 

The epidermis is often thinned to a few layers, and the papillary bodies are 
flattened out. In other cases the edema of the papillary body is so extreme that 
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the epithelium is torn away and bullae arise at the site of rupture (Lewandoy 
sky). In still other cases the vesicles form within the epidermis (Reitmann a: 
von Zumbusch). 

Edema is a prominent feature and involves all parts of the skin. The oozit 
on removal of the scale and the weeping forms are explained by the marke: 
edema, according to Ehrmann and Falkenstein. 

Degenerative changes of the collagen and elastic fibers become marked early 
Homogenization of the connective tissue occurs. 

There is marked dilatation of the blood vessels and lymph spaces in both th 
superficial and the deep cutis. 

There is absence of marked cellular infiltrate even in acute exacerbations. A 
very mild perivascular collection of round cells and a few plasma cells may be 
present. The infiltrate is most marked around the follicles and sebaceous glands 
Gennerich stated that the infiltrate is confined to the upper third of the corium 

As a rule there are no proliferative changes, and tuberculoid structure is 
absent. 

The adnexa are comparatively free from involvement, except for the round 
cell infiltrate previously mentioned. 

About the same time that Madden presented his review, Goeckerman 
and Montgomery '* also reviewed the previous literature and presented 
their own findings in twenty-six cases of the discoid and eighteen cases 
of the disseminated type of lupus erythematosus. They found certain 
changes regarding which practically all observers agree and listed them 
as follows: 

dilatation of the superficial capillaries and lymphatics; perivascular 
lymphocytic infiltrate in the upper layer of the cutis; persistent relative, and even 
absolute, hyperkeratosis; usually thickening of the stratum granulosum; keratotic 
plugging of the hair follicles and sweat ducts, and necrotic plugging of the epi- 
dermis independent of these follicles and ducts; areas of acanthosis and atrophy 
of the epidermis, and colliquative degeneration of the basal layer. 


They concluded further : 


In addition to these [changes], the absence of proliferative vascular changes 
and the common occurrence of pigment in chromatophores may be of diagnostic 
value in some cases, but the formation of collacin cannot be regarded as par- 
ticularly significant. A number of changes that have at times been emphasized 
are merely incidental. The changes in the discoid and disseminate types are the 
same and vary only in degree; a sharp dividing line cannot be drawn. 


These observers pointed out in addition that there is an early non- 
specific stage when the changes consist only of vasodilatation and edema 
of the upper layer of the cutis, but they expressed the belief that fairly 
characteristic changes should be found if the biopsy specimen is taken 
from a lesion at least some weeks old. 


13. Goeckerman, W. H., and Montgomery, H.: Lupus Erythematosus: An 
Evaluation of Histopathologic Examinations, Arch. Dermat. & Syph. 25:304 (Feb.) 


1932. 
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That the field of lupus erythematosus is not entirely settled micro- 


opically is evidenced by Satenstein’s ** discussion of the paper of 


‘oeckerman and Montgomery. After citing numerous authors to prove 
iat changes in the cutis are primary and those in the epidermis 
condary, he emphasized the importance of basophilic degeneration in 
he diagnosis of discoid lupus erythematosus. He stated that he did not 
believe it possible to make a microscopic diagnosis of this type of lupus 
erythematosus without such degenerative changes. In addition, he 
expressed the opinion that there is nothing distinctive about the micro- 
scopic observations in acute lupus erythematosus disseminatus since 
they show merely the picture of an exudative inflammatory process. He 
felt that the only thing in common between discoid and acute dissemi- 
nated lupus erythematosus is the name lupus erythematosus. 

A study of our sections reveals that practically all the accepted 
changes observed in acute disseminated lupus erythematosus of some 
weeks or months’ duration except atrophy are present. Even without 
atrophy, this condition might correspond to the early nonspecific stage 
described by Goeckerman and Montgomery. However, we are reasonably 
certain that our biopsy specimen came from the border of a lesion 
which had been present at least some weeks and perhaps months. If 
this is true, it is difficult to reconcile the appearances with those 
accepted by Goeckerman and Montgomery, but it is entirely possible 
that this is acute lupus erythematosus disseminatus if we accept the 
conception of Satenstein. It is also possible that the sections would 
have shown more definite evidence had the biopsy specimen been taken 
from the center rather than the border of the lesion. However, it was 
possible to get only a small piece of tissue, and the parents would not 
permit further biopsy material to be taken. 

Sections sent to Dr. Hamilton Montgomery *° for an opinion brought 
the following reply: 

I do not believe it is possible to make a pathologic diagnosis of lupus erythe- 
matosus on the basis of the slides which you sent me. If sections are taken 
from a case of disseminated lupus erythematosus in which the lesions have been 
present only a few weeks, one is likely to get a nonspecific, that is, a nondiagnostic 
picture which simulates that seen in your sections. It usually takes from several 
weeks to a month or two for the various pathologic changes in lupus erythematosus 
to develop so as to permit a definite histopathologic diagnosis. I do not believe, 
however, that your case represents an early, nonspecific stage of lupus erythema- 
tosus, because in that stage there are more polymorphonuclear leukocytes present 
than in your case, and one does not see destruction of the sebaceous glands or an 
infiltrate composed chiefly of lymphocytes and plasma cells. In your case it is 
dificult to explain the practical absence of sebaceous glands, which are usually 


14. Satenstein, D. L., in discussion on Goeckerman and Montgomery,!* p. 314. 
15. Montgomery, H.: Personal communication to the authors. 
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numerous in sections from most any part of the face, except that they ha 
atrophied as the result of a chronic inflammatory process. The presence of fibros 
about the hair follicles supports this. 

The sections in your case correspond to the histopathologic picture of a to: 
dermatitis, and they present features that I have seen in certain cases of erythen 
multiforme, and other features of a chronic erysipeloid type of reaction. The: 
is lymphedema as well as dilatation of the smaller vessels, and the epidermis 
flattened out as a result of edema in the cutis. The presence of numerous chri 
matophores laden with melanin pigment in the upper part of the cutis is n 
unusual for various toxic processes. 

I can see no reason why the histopathologic picture of the sections you sent 
would not be consistent with the changes in the Libman-Sacks syndrome. 


Detailed pathologic studies of the kidney in cases of acute dis 
seminated lupus erythematosus have been reported, among others, by 
Keith and Rowntree.'® Their observations are summarized as follows: 

Histologic examination of the kidney showed, in the cortical portions, a definite. 
increase in interstitial tissue, with few focal collections of lymphocytes. The 
lumina of the tubules were, for the most part, dilated and filled with precipitated 
granular material; the lining cells were swollen and granular. Henle’s loops and 
the collecting tubules contained numerous casts, some of which contained brownish 
pigment. A few of the epithelial cells of Henle’s loops contained yellowish-brown 
pigment granules. The glomeruli showed beginning hyalinization of the capillary 
loops with marked formation of lobules. There was swelling of the epithelial 
cells covering the loops and atrophy of the endothelial cells. The loops in general 
were atrophied and the capsular spaces dilated; only an occasional loop was patent, 
and in some places the loop was practically obliterated. The capsular epithelium 
contained evidences of swelling and proliferation. No evidences of tuberculosis 
were found. 

When these observations on the kidney are compared with those in 
our case there are some likenesses and some differences. The tubular 
changes are practically identical, but here the likeness ends. Our case 
showed only mild interstitial fibroblastic proliferation, whereas the 
fibroblastic change noted by Keith and Rowntree was very marked. 
While we found occasional scarred glomeruli and mild proliferative 
endothelial changes at the hilus of the glomeruli, we did not note 
the marked lobulation, atrophy of endothelial cells or general atrophy 


of the capillary loops described by Keith and Rowntree. In general, 


the changes differ both in severity and in kind. 

We have also examined the results of autopsy in 111 cases in which 
acute disseminated lupus erythematosus or chronic lupus erythematosus 
with acute exacerbation was diagnosed before death. These include 
approximately 90 per cent of the group listed by Keil?” and available 

16. Keith, N. M., and Rowntree, L. G.: Tr. A. Am. Physicians 37:487, 1922. 

17. Keil, H.: Relationship Between Lupus Erythematosus and Tuberculosis 
A Critical Review Based on Observations at Necropsy, Arch. Dermat. & Syph 
28:765 (Dec.) 1933. 
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us. In this total we find only eight cases in which endocarditis was 


-orded, reported by Feverstein,’*’ Schoenhof,'® Madden,'* Weidman 
d Gilman,?° Schmidt-LaBaume,”?* Landouzy and Laederich *? and 
‘Leary.”® Certainly endocarditis is not a frequent observation at autopsy 
cases in which lupus erythematosus has been diagnosed before death, 
id in approximately half of those in which it is found it can immediately 


accounted for as rheumatic or subacute bacterial endocarditis. 


SUMMARY AND CONCLUSIONS 

Here is presented a case which it is believed falls into the group 
known as that of the Libman-Sacks syndrome. However, we believe 
that this group should be classified as a subgroup of the cases presented 
by Osler. True enough, they have been more carefully studied and 
many new and interesting facts brought to light, but we do not believe 
a new disease has been discovered. 

The question as to whether or not this eruption is actually dis- 
seminated lupus erythematosus is of extreme importance, for on its 
correct answer rests the identity of this condition and erythema multi- 
forme. And at the present time, one cannot say that they are not grades 
of the same condition. 

From the clinical standpoint, there is not the slightest doubt that 
the eruption in this condition resembles closely acute or subacute lupus 
erythematosus disseminatus. However, there are many instances 
described in the literature in which perfectly competent dermatologists 
have been unable to distinguish between lupus erythematosus dis- 
seminatus and erythema multiforme. Among others who have so 
expressed themselves are Galloway and MacLeod ** and more recently, 
Weidman and Gilman.*° 

From the standpoint of microscopic changes in the skin in this 
case, we are again faced with a problem. If we accept the views of 
Goeckerman and Montgomery, the condition almost certainly is in the 
erythema multiforme group, not in that of acute lupus erythematosus 
disseminatus. If, however, we accept the view of Satenstein that mic- 
roscopically there is nothing in acute lupus erythematosus to distinguish 
it from erythema multiforme, it could be either. 

Kidney changes in acute lupus erythematosus disseminatus apparently 
are more severe and different in type from those shown in our case or 


18. Feverstein, L.: Arch. f. Dermat. u. Syph. 104:233, 1910. 

19. Schoenhof, S.: Zentralbl. f. Haut- u. Geschlechtskr. 17:266, 1925. 

20. Weidman, F. D., and Gilman, R. L.: Brit. J. Dermat. 43:641, 1931. 

21. Schmidt-LaBaume, F.: Zentralbl. f. Haut- u. Geschlechtskr. 31:681, 1929 
22. Landouzy, L., and Laederich, L.: Presse méd. 16:481, 1908. 

23. O’Leary, P. A.: Minnesota Med. 17:637, 1934. 

24. Galloway, J., and MacLeod, J. M. H.: Brit. J. Dermat. 15:81, 1903. 
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those described for the Libman-Sacks syndrome. It is to be regrette 
that we have had no opportunity to study kidney or skin section 
from the cases at Mount Sinai Hospital. 

From the autopsy material, the most outstanding single surprisin; 


fact is the infrequency of endocarditis in cases in which lupus ery 


thematosus disseminatus was diagnosed before death. When we realiz 
that, regardless of the changing concept, the original cases of th 
Libman-Sacks syndrome were predicated on the observation of an 
unusual verrucous endocarditis at autopsy, it lends color to the belief 
that this eruption probably is not lupus erythematosus disseminatus. 

We realize the futility of attempting to draw too many conclusions 
from a single case. However, after weighing the evidence, we feel 
impelled to draw the following conclusions, with the distinct under- 
standing that we are always amenable to correction: 

1. The so-called Libman-Sacks syndrome is a subvariety of the 
Osler erythema group. 

2. The lupus erythematosus-like eruption of the Libman-Sacks 
syndrome is erythema multiforme, representing a bacteria-free phase 
of a previous sepsis. 

ABSTRACT OF DISCUSSION 

Dr. S1IGMUND Po.LiitzerR, New York: I am in the fortunate position of hay- 
ing been present two weeks ago at the annual meeting of the American Association 
of Pathologists and Bacteriologists, at which Dr. George Baehr, on behalf of him- 
self and the pathologists Paul Klemperer and Arthur Schifrin, presented a series 
of twenty-three cases of this disease which had been under observation in the 
Mount Sinai Hospital and had come to autopsy. 

Twenty-two of the twenty-three patients were women; all except one were 
under 40. The first symptoms in the great majority of these cases were arthritic 
ill-defined pains in the joints preceded or accompanied by lesions in the skin cor- 
responding to what one calls lupus erythematodes disseminatus. While the patients 
were in the hospital their temperatures ran an irregular febrile course. The observa- 
tions at autopsy corresponded on the whole with those Dr. Belote has so well 
described. I do not recall whether he mentioned particularly an injury to the 
blood-forming organs which resulted in anemia and a drop in the cellular elements 
in the blood. The pathologic examinations in these cases showed extraordinary 
and, I believe, unique changes in some of the organs, particularly the kidneys. 

The comparative scarcity of reports of these cases is due, I think, to the fact 
that unless the patients are brought to a hospital the average physician makes a 
diagnosis of some lesion of the kidney or of pneumonia and ignores or makes but 
scant reference to the lesions of the skin. 

Kaposi published the first report of a case of this disease in 1871, and for 
many years reports of similar cases were extremely rare. I remember that for a 
long time I felt a doubt as to whether this systemic disease with its febrile course 
and frequently fatal termination was indeed a form of lupus erythematodes or a 
mere accidental association. But as time went on the number of recorded cases 
increased, and the association of clinically typical cases of lupus erythematodes 
that developed into the generalized form was too frequent to permit any doubt of 
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causal relation. You will recall that when the tubercle bacillus was discov- 
in 1882, and in the same year the organism was found in lupus vulgaris, there 
much discussion as to whether lupus erythematodes was also a tuberculous 
ise or not. Besnier, one of the greatest clinicians of the last century, asked 
becomes of old cases of lupus erythematodes—the implication being that 


patients died young. Unforunately, no one yet knows the cause of lupus 


thematodes. 

fhe visceral lesions in the series reported by Dr. Baehr were mainly those of 
the blood vessels. Seventeen of the twenty-three patients had pains in the joints; 
twenty-two showed butterfly lesions in the face; twenty of the twenty-three had 
vascular lesions in various organs, and eighteen had glomerular lesions of the 
kidney. The coarse verrucous noninfectious endocarditis of Libman and Sacks 
was noted in thirteen. The most extraordinary lesions appeared in the kidneys. 
In the glomeruli the capillary walls had undergone thickening and hyaline degenera- 
tion, which was noticeable even in sections stained with hematoxylin and eosin. The 
authors have called this the ‘‘wireloop lesion.” It is clearly shown in the picture 
on the screen, which was loaned to me by Dr. Klemperer. In addition, there were 
other lesions of the blood vessels, dilatation of the capillaries with extravasation 
of blood, proliferative lesions of the endothelium with thrombotic occlusion, and 
hemorrhage. In the skin extensive capillary involvement occurred and had been 
frequently noted before; on the tips of the fingers the capillary telangiectasis and 
engorgement resulted in frequent bleeding even on the slightest pressure. <A 
similar condition was noted in some areas on the general surface. Blood cultures 
in all these cases were uniformly negative. 

One has then to recognize a disease which appears as a localized lesion of the 
skin with the clinical appearance of lupus erythematodes and develops in a small 
proportion of the cases into a grave systemic disease usually terminating fatally. 
A circumstance which may have etiologic significance is the frequent history of 
undue exposure to the sun, and another the great preponderance of young females 
among those affected. Dr. Belote is to be congratulated for bringing this subject 
before the association and for the excellent presentation of his interesting case. 


Dr. Ricuarp S. Wertss, St. Louis: I feel that all should be grateful to Drs. 
Belote and Ratner for presenting this subject to the association. The resemblance 
of this syndrome to lupus erythematosus disseminatus and the correspondence of 
the symptoms to some extent to those in certain of the cases Mook, Bromberg 
and I reported at the Toronto meeting are significant. One of the striking things 
is that the patients presented prodromal symptoms. They had attacks of so-called 
grip at intervals of several months before the symptoms of endocarditis appeared. 
One of the symptoms that we found constantly in our series of cases was dis- 
turbance of the serous membranes. As I recall it, none of our patients, even those 
who came to autopsy, showed any involvement of the endocardium, but several had 
definite pericarditis; many of the patients had symptoms referable to the joints 
(synovitis?). It was unfortunate that none of the joints was opened at autopsy 
so that we could see definite evidence of inflammation, as we had on the 
pericardium. 

I am inclined to think that this condition is related to lupus erythematosus dis- 
seminatus. My conception of that disease is that it is not the same as the common 
discoid type of lupus erythematosus -but is a more profound involvement of the 
system presenting manifestations that might be classified with the “erythema 
group” described by Engman Sr. and myself some years ago. 

I am sure that all the members will be looking for this syndrome in the future 
now that Dr. Belote has called attention to it. 
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Dr. JosepH V. Kiauper, Philadelphia: There is one phase in the differentia 
diagnosis to which I wish to call attention. The so-called Libman-Sacks syndrom 
has a clinical picture very similar to that of a blood stream infection with th 
bacillus of swine erysipelas—the septicemic form of the erysipeloid of Rosenbach 
The septicemic form of the disease in swine is well known; it is characterized by 
endocarditis, polyarthritis and bluish-red cutaneous lesions. A few instances of 
blood stream infection with the bacillus of swine erysipelas in man have been 
reported in the German literature; such cases have occurred in veterinarians 
accidentally inoculated when handling cultures of the organism. The symptoms in 
the present case were those enumerated for swine with constitutional symptoms of 
an acute infection. 

I wish to ask Dr. Belote if the cutaneous lesions in patients with the Libman 
Sacks syndrome are always scaly. The skin lesions of erysipeloid are not scaly 
For the reasons mentioned the acute septicemic form of erysipeloid should be 
considered in patients presenting the Libman-Sacks syndrome. 

Dr. Paut A. O’Leary, Rochester, Minn.: I have been unable to differentiate 
between the Libman-Sacks syndrome and subacute disseminated lupus erythemato- 
sus. In fact, I have observed the patients with endocarditis on the cardiac service 
in the hope that I might recognize one with the Libman-Sacks syndrome, but thus 
far I have been unsuccessful. It is not uncommon to find in patients with endo- 
carditis an erythema multiforme-like eruption on the hands and feet in which small 
telangiectatic macules are sometimes noted. Of the ten patients with disseminated 
lupus erythematosus whom I studied at autopsy, evidence of endocarditis was noted 
in two. Infarcts, fatty myocardium and cardiac hypertrophy were noted in five 
of the cases. Endocarditis, verrucous and otherwise, may have cutaneous mani- 
festations varying from small telangiectatic macules on the extremities to an 
extensive eruption of the type of subacute disseminated lupus erythematosus. | 
have been unable to note any histologic differences in the skin between patients 
with verrucous endocarditis and what we call subacute disseminated lupus 
erythematosus and those with disseminated lupus erythematosus without a cardiac 
complication. The onset with arthritis and arthralgias and the course of the 
disease are similar in both syndromes. The agglutination test (Welsh) which we 
have been doing in cases of subacute disseminated lupus erythematosus suggests 
that a streptococcus is the etiologic factor, but we have not had an opportunity of 
doing the test in a case of the Libman-Sacks syndrome, so diagnosed by those 
familiar with it. I believe that subacute disseminated lupus erythematosus is of 
streptococcic origin, that the cutaneous picture it presents is varied and that the 
complex which Libman and Sacks have described is but one of the several variants 
of it. 

Dr. A. Benson Cannon, New York: I have had the opportunity to see 
several cases of this type, three of which have been in private practice within the 
past two years. Dr. Thompson has thoroughly investigated the records of eight 
cases observed at the Presbyterian Hospital during the past few years. In all 
these cases the disease has run a perfectly definite clinical course throughout its 
duration and in the three cases in which autopsies were made the same pathologic 
changes were presented. In two of my private cases the skin lesions developed 
following sunburn, and in one of these, in the latter part of the illness, there was 
a pericardial, pleural and abdominal effusion, also fluid in the knee joints. 

I think a case I saw recently in consultation is of particular interest in that 


the patient has apparently recovered from his illness. He was a man about 52 
years of age who, following exposure to sun, had a general eruption with 
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techial hemorrhages, marked prostration, pains in the joints and loss of weight. 

ie diagnosis of acute lupus erythematosus disseminatus had been made by several 
en of wide experience, and it had been confirmed by Dr. Libman. All the con- 
iltants had given a bad prognosis. On being given dye preparatory to having 
s gallbladder and intestinal tract irradiated for possible foci of infection, he 

came quite ill with abdominal cramps and passed some twenty stools in the next 
velve hours. Almost immediately afterward the patient felt better and his rash 
egan to clear, so it was decided to continue giving the dye by mouth. Within 
ess than three weeks his skin was entirely free from lesions, there being left only 
brown pigmentation and, over the shoulders and scapulae, whitish shiny areas sug- 
estive of atrophy. His general weakness had largely disappeared, as had also 
he pain in his joints and legs. He was still free from lesions when I saw him 
ibout three months later and appeared to be in good physical condition. 


Dr. JAMES H. MitcHeti, Chicago: On two occasions I have presented before 
he Chicago Dermatological Society a case of what, for want of a better diagnosis, 
| called lupus erythematosus acutis. The patient was a woman in the third 
decade of life. The lesions began on the cheeks and spread to the arms and over 
the lower extremities. She had arthritis of extremely acute type with complete 
remissions. There was constant leukopenia as low as 3,000. The blood cultures 
were not positive at any time. Her general health was good. No therapy was of 
any value until she was given calcium intravenously ; then she immediately began to 
improve. The lesions on the face persisted, and within the last three months she 
was operated on by Dr. Phemister and about 600 gallstones removed. This case 
does not fit in definitely with either of the disorders in question, but it must be 
a borderline case between the two. 


Dr. SAMUEL Ayres Jr., Los Angeles: I wish to know whether any bacte- 
riologic studies were made of the sphenoid sinus or of the tonsils. It would be 
interesting to know whether any cultures or animal inoculations were made from 
these two sources. <A streptococcic infection would seem a reasonable etiologic 
factor in a case of this sort. 


Dr. GreorceE H. Betotre, Ann Arbor, Mich.: I am grateful to the members for 
this splendid discussion. I pointed out in my original presentation that we had 
found evidence of endothelial change. We did not find this in the vessels of the 
skin, although they were widely dilated. 

I noted in Dr. Pollitzer’s slides some ocular findings. I must confess I was 
not aware until I started looking over the literature that there were well recog- 
nized changes in the eye or ocular fundus in lupus erythematosus. The publica- 
tion I found is a fairly well known English publication, but the patient was dead 
and there was no opportunity to examine the fundi. 

I do not wish to be misquoted on endocarditis. I said that endocarditis was 
rare. I did not say that pericarditis was rare. Endocarditis, so far as I know, is 
exceedingly rare. 

Dr. Klauder asked about the scaliness. I think I never saw this patient, 
except when she had ointment on the skin, when she did not have scaliness. The 
eruption varied in color, sometimes more blue sometimes more red, but the scales 
were constantly present. 

Dr. Ayres brought up the question of the sphenoid sinus. Unfortunately, 
there are two sphenoid sinuses. The one referred to was the blood sinus, not the 
nasal accessory sinus. This was a postmortem observation, and we did not have 
an opportunity to make cultures. However, the patient had otitis media, and it 


was my impression that this condition was associated with the otitis media. 
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Dr. Cannon’s discussion is interesting from the standpoint of the likenes 
between cases of acute lupus erythematosis disseminatus and those of erythem 
multiforme. It has been pointed out that it is sometimes almost impossible to dis 
tinguish between these two conditions. I think that Dr. Libman would not accep: 
the latter in his group. I have seen cases ruled out of this group on account of 
the atrophy in the skin. 

Whether this case ultimately is considered one of the Libman-Sacks syndrom: 
or not makes little difference to me. To me the importance of the matter is in 
bringing it to more general attention. When a condition remains localized to a 
single place for twenty-five years and is not seen elsewhere it means either 
eccentricity on the part of one group or that the rest of the dermatologists do 
not recognize it. 
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[he dermatophytes, fungi of various types causing diseases of the skin 


nd hair, are at the present time in a state of confusion from the 


an 


point of view of identification and classification. This confusion is the 


result of two factors: First, the generic classifications used have been 
based chiefly on the parasitic aspect of these fungi in the hair, while 
the specific determinations have been based on the gross appearance 
of the fungi in culture. Second, the morphologic characters of the fungi 
are limited, and their growth and sporulation in culture, as has been found 
to be true of all fungi imperfecti, are extremely variable. 

The need for a simplified system of classification that would eliminate 
the creation of genera on the basis of a clinical diagnosis has been recog- 
nized for many years. Several attempts have been made to establish 
a classification based on the morphology of the fungi, so that not only 
those fungi found on the hair but also those found on the glabrous 
skin could be more easily recognized. As yet, however, the fundamental 
purpose of such investigations has not been successfully achieved, and 
the existing confusion has been made greater rather than less. This 
has been due to the fact that botanic reports on the fungi (Grigorakis,? 
Nannizzi* and Langeron and Milochevitch*) have dealt chiefly with 
the possible affinity of the dermatophytes to the ascomycetous perfect 
stages in the family Gymnoascaceae and have given little consideration 
to the essential distinctive characteristics of the imperfect conidial spore 
forms, on which identification of these fungi must necessarily be based. 
Although it is felt that such a relationship may be probable, the fact 
remains that for the entire group of dermatophytes only the imperfect 
asexual conidial forms are known It is on the imperfect asexual spore 
forms, which do occur in culture, and not on a possible ascospore stage 
that these fungi must be so classified that they may be readily identified. 

From the Laboratory of Cryptogamic Botany, Harvard University. 

Contribution 126 from the Laboratory of Cryptogamic Botany. 

1. Grigorakis, L.: Recherches cytologiques et taxonomiques sur les derm- 
atophytes et quelques autres champignons parasites, Ann. sc. nat. bot. 7:165, 1925. 

2. Nannizzi, A.: Ricerche sui rapporti morfologici e biologici tra Gymnoascaceae 
e Dermatomiceti, Ann. mycologici 24:85, 1926. 

3. Langeron, M., and Milochevitch, S.: Morphologie des dermatophytes sur 
milieux naturels et milieux a base de polysaccharides: Essai de classification 
(deuxiéme mémoire), Anne de parasitol. 8:22, 1930. 
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A study of the genus Microsporum, a group of fungi found on 
both the hair and the glabrous skin, has been undertaken for the purpose 
of establishing specific characters which would clearly separate species 
within the genus. To attain this a cultural study of the genus Micro- 
sporum was undertaken for the purpose of finding suitable mediums on 
which the various types of characteristic spores would be consistently 
produced. The result of this cultural study is presented in this paper, 
Further studies involving a biometric and taxonomic treatment of the 
genus are to follow. 
HISTORICAL BACKGROUND 

When Sabouraud* published “Les teignes” in 1910, he brought 
together all his previous researches and all the available knowledge con- 
cerning the dermatophytes and presented the work in such a clear, con- 
vincing manner that his book remained the standard text in the field 
for many years. In this book the generic classification of the derma- 
tophytes was based on the types of lesions produced on the scalp or 
on the appearance of the fungus in the hair, while the specific differentia- 
tion of the organisms depended on their macroscopic characters when 
grown on specially devised mediums. The generic concepts based on 
the occurrence of the fungi in the hair were, of course, of no value 
when fungi were isolated from the glabrous skin. Sabouraud’s excellent 
photographs, serving for the comparison of cultures on artificial mediums, 
were of little value when it became difficult to secure comparable macro- 
scopic pictures of the fungi on his standard mediums. 

This difficulty became apparent to Fox and Blaxall*® as early as 
1896. They discovered that although they used the technic and mediums 
proposed by Sabouraud ® in 1892 their results were not comparable, and 
thus they were among the first to discover the tremendous variations 
resulting from differences between the sources of the peptones and sugars 
for culture mediums. Such variations in the general appearance of the 
cultures have been noted all too frequently and have made specific iden- 
tification extremely difficult. To remedy this Weidman and McMillan‘ 
made a study of ingredients for the purpose of finding a medium which 


4. Sabouraud, R.: Maladies du cuir chevelu: III. Les maladies cryptogami- 
ques, in Les teignes, Paris, Masson & Cie., 1910. 

5. Fox, T. C., and Blaxall, F. R.: An Inquiry into the Plurality of Fungi 
Causing Ringworm in Human Beings as Met with in London, Brit. J. Dermat. 
$:241, 291, 337 and 377, 1896. 

6. Sabouraud, R.: Contributions a l'étude de la trichophytie humaine; étude 


clinique, microscopique et bactériologique sur la pluralité des trichophytoses de 
homme, Ann. de dermat. et syph. 3:1061, 1892. 

7. Weidman, F. D., and McMillan, T. M.: A Comparison of Ingredients of 
Ringworm Culture Media, with Special Reference to American and French Crude 
Maltose, Arch. Dermat. & Syph. 4:451 (Oct.) 1921. 
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iid allow a favorable comparison of cultures with those pictured by 

ouraud. They came to the conclusion that it was the nature of the 

tone in the mediums and not that of the sugars that was responsible 
the change in the type of growth. 

lo add to the complexity of the problem of macroscopic identifica- 

| on mediums is the fact that, as with many other fungi imperfecti, 

toring is not uncommon. The culture may show areas which differ 

im the original growth in color, texture and figuration. These areas, 

en transferred, retain their peculiar characteristics and remain stable. 
immons * was able to maintain from single spore isolations six strik- 
ingly different variations of Achorion gypseum in culture. 

Not only is the macroscopic appearance of the dermatophytes subject 
to change on artificial mediums, but the microscopic features undergo 
various changes. In cultures of most of the dermatophytes poly- 
morphism of the type found in other filamentous fungi involving the 


production of several spore forms may be encountered. A further 


complication occurring among the dermatophytes is the change termed 
pleomorphism. Sabouraud described it as a sporadic overgrowth of a 
colony by a white down characterized by thin, slightly sporulating fila- 
ments. This growth becomes sterile and when transferred to a new 
medium continues its development of a downy sterile growth indefi- 
nitely, and the culture is said to be pleomorphic. 

To insure a complete morphologic picture of a dermatophyte Grigo- 
rakis ' maintained that it was necessary to study a mother culture, the 
first isolation, before it lost its inherent characters by subsequent trans- 
ferring. It has been found, however, that the primary culture does not 
in every instance give its complete morphologic character on the mediums 
that Grigorakis used and that repeated transferring eventually discloses 
all its features. 

As a different type of medium from that usually employed, Langeron 
and Milochevitch * proposed their natural mediums of grains of barley, 
wheat and rye. They found that on these cereal grains fuseaux and 
aleuries were constantly produced, whereas on the standard mediums 
they were produced irregularly or not at all. Also, on these mediums 
the cultures were maintained free from pleomorphism for a great length 
of time. 

Thus these fungi as saprophytes in artificial culture show variations 
which are demonstrated by a ready response to the type of material 
on which they are grown, a response which is difficult to duplicate 
because any slight change of ingredients is reflected in the gross char- 
acter of the resulting growth; by a tendency to sector or change even 

8. Emmons, C. W.: Pleomorphism and Variation in the Dermatophytes, 
Arch. Dermat. & Syph. 25:987 (June) 1932. 
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a slight portion of growth which when transferred gives a stable 
growth totally different from the original culture; by pleomorphism, a 
loss of spore forms with subsequent sterility, a trait peculiar to the 
group, and, finally, by a production of spore forms on some mediums 
but not on others. Since these conditions greatly hinder identification 
by gross and microscopic aspects, it is essential that a medium be found 
on which all types of diagnostic morphologic characters will be consis- 


tently produced so that these characters may be used for distinguishing 


and differentiating the several species. The present paper is concerned 
with a study of the effects of various mediums on the growth of the 
several species of the genus Microsporum for the purpose of securing 
the spore types which may be used for sharply differentiating the 
species. 

MATERIALS AND METHODS 


The fungi on which this study was based were collected from various sources 
Ten of the strains were isolated from patients at the clinic for the treatment of 
cutaneous diseases of the Massachusetts General Hospital and in the private 
practice of Dr. C. Guy Lane, Dr. Arthur M. Greenwood and Dr. Ethel M. Rock- 
wood, in Boston. Several other strains were secured from laboratories in this 
country and in Europe. The strains were acquired as follows: 


Cultures Source 


Microsporum fulvyum 24............ .. Dr. Ethel M. Rockwood, Boston 
Microsporum fulyum 483.............. Dr. M. Langeron, Laboratoire de Parasitologie, Fac 
ulté de médecine, Université de Paris, Paris, France 
Microsporum gypseum 13*..... Dr. C. W. Emmons, Vanderbilt Clinic, New York 
Microsporum gypseum 12, 12a.... : Dr. Rockwood 
Microsporum lanosum 486...... Dr. Langeron 
Microsporum lanosum 19, 27, 29, 33..... Dr. Rockwood 
Microsporum feljneum 481............. Dr. Langeron 
Microsporum felineum 5............... Dr. Emmons 
Microsporum equinum 485............. Dr. Langeron 
Microsporum equinum 50........ ... Prof. J. Westerdijk, Centraalbureau voor Schemmel! 
cultures, Baarn, Netherlands 
Microsporum simiae 80 .. Dr. Emmons 
Microsporum pseudolanosum 42...... Dr. Rockwood 
Microsporum aurantiacum 43.... .. Dr. Rockwood 
Microsporum obesum 40............... Dr. Rockwood 
* The new combination M. gypseum and the new species M. simiae, M. pseudolanosun 
M. aurantiacum and M. obesum will be justified in the taxonomic treatment of these fungi, 
to appear later. In the later paper adequate descriptions will be given, to which reference 
may be made. 


Stock cultures of these fungi were kept on Sabouraud’s conservation medium, 


made according to the following formula: 


Peptone granuleé of Chassaing.... oe re CORES ey re 3 Gm. 
Agar Ca lewarele iw - are er eet, eee 5 wine 2 Gm. 
Distilled water Fe dialcnincsoy He ieee divkactlae Sais 
Cultures for gross morphologic study were grown on the standard medium 
proposed by Sabouraud: 
Glycose massée of Chanut or maltose brute 
Peptone granuleé of Chassaing......... 
Agar Ao Peed 2% ak Aww alae 
Distilled water : reer. f= 
Other mediums used were the dextrin medium of Langeron and Milochevitch,' 
in which this polysaccharide was substituted for the dextrose or maltose in 
the Sabouraud formula, and their cereal grain mediums of barley, wheat, and ry¢ 
Also, polished rice was found to be well adapted to a study of these fungi. To 
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sure uniformity of treatment the various grain mediums were made in the 
-oportion of one part grain to three parts water and placed in 125 cc. flasks. In 
idition, a medium containing a 10 per cent infusion of barley and wheat added 
2 per cent agar was employed. All the mediums were sterilized by exposure to 
ree steam for an hour on two successive days. 
For a microscopic study of the fungi material was taken from the various 
ediums by means of a sterilized needle and carefully teased apart in a drop 
lactophenol cotton blue, recommended by Sartory.? This work was done with 
ine needles under a binocular dissecting microscope. Permanent mounts of this 
material in lactophenol were made by sealing the cover of the slide with Noyer’s 
cement, described by Langeron.!® Material derived from the various mediums 
ind mounted in this way was studied for the purpose of determining what 
idvantages each of the mediums might show in luxuriance of growth and 
production of spores which might in turn lead to a means of separating species. 


“CULTURAL STUDIES 

Before attempting to define species of the genus Microsporum on the basis of 
their morphologic characters, it was necessary to find a medium or mediums on 
which favorable growth and a consistent production of spore forms would take place. 
For this purpose five representative species were obtained from Sabouraud’s col- 
lection maintained at the Laboratoire de Parasitologie, Faculté de Médecine, 
Université de Paris. These were grown on the various mediums spoken of 
previously, and their gross characters are presented in the table. 

From the table it will be seen that a good growth was attained by all the 
species on the first three mediums, while on infusions of barley and of wheat 
M. Audouini and M. equinum did not grow. Of the grain mediums, polished 
rice produced by far the best growth. Here again A. Audouini and M. equinum 
failed to respond in the same manner as M. lanosum, M. fulvum and M. felineum. 
The failure of M. equinum to produce actively sporulating cultures on rice was 
found to be due to the age of the culture. When newly isolated cultures of M. 
equinum were obtained, the fungus produced all its spore forms and presented 
a dense growth on rice. However, when a number of cultures of M. Audouini 
were obtained directly from the hair, this fungus failed to grow abundantly on 
rice. The only indication of growth was a progressive discoloration of the grain. 
This fact proved to be interesting, in that it provided a means of separating 
M. Audouini and M. lanosum when these fungi were first isolated. Many times M. 
lanosum produced a scanty growth with few spores on the ordinary mediums 
and would be confused with M. Audouini. However, when transfers were 
made to rice M. lanosum produced a dense heavy sporulating mycelium, while 
M. Audouini failed to grow. In this way the two species were readily distinguishable. 

From this initial attempt to find suitable mediums which would produce 
actively growing cultures, certain mediums were abandoned, namely, barley, 
wheat, rye and the agars of barley and wheat infusion. A comparative study 
of eighteen cultures of Microsporum on dextrose, maltose and dextrin agars 
and polished rice was then undertaken. This study included a comparison of the 
gross morphologic characters of the fungi on the various mediums and the 
microscopic characters which were produced on these mediums. The fungi 
are grouped according to species and according to identities which were said to 

9. Sartory, A.: Guide pratique des principales manipulations de mycologie 
parasitaire, Paris, E. LeFrancois, 1916, p. 100. 

10. Langeron, M.: Précis de microscopie, Paris, Masson & Cie, 1925, p. 547. 
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st between different species, i. e. M. fulvum and M. gypseum (Achorion 
ysseum) ; M. lanosum and M. felineum, and a grouping to include the new species. 
ese groupings are: 


I. M. fulvum 483, 24; M. gypseum 12, 12a, 13 
II. M. lanosum 19, 27, 29, 33, 486: M. felineum 5, 481 
III. M. equinum 50, 485 


IV. M. obesum 40; M. aurantiacum 43; M. simiae 80; 
M. pseudolanosum 42 


Group I—M. gypseum 12 and 12a, isolated in Boston, and M. gypseum 13 
esembled each other on the dextrose, maltose, dextrin and rice mediums. Each 
roduced a dense powdery layer close to the surface of the medium, with no marked 
production of cottony or matted aerial mycelium. The type of growth on rice 
vas similar to that on the agar mediums. In figure 1, J and 2, cultures are shown 

M. gypseum 12 on conservation agar and polished rice, respectively. On both 
the growth is close, dense and powdery, the only difference being one of color.. That 
n agar was “light ochraceous buff,” 11 and that on rice, “light pinkish cinnamon.” 
[he characters of the fungi in group 1 were fairly constant, but certain variations 
occurred in some, which because they were stable and presented such wide differences 
from the original cultures would be hard to identify with the original if the 
source were not known. For example, M. gypseum 12, after a month on a rice 
medium showed a small “ocher red” glabrous area near the edge of the culture 
next to the wall of the flask. Transfers to dextrose agar from the powdery 
area gave cultures identical with the original (fig. 1, 5), but transfers to dextrose 
agar from the “ocher red” area gave a glabrous, almost moist “cinnamon’’-colored 
growth (fig. 1, 6) which after a short time showed small areas and one large 
wedge-shaped sector of white mycelium. 

A similar change occurred in M. fulvum 24, in that stable forms were isolated 
from the original culture and differed from it radically. The original culture 
showed a close mycelial growth, very powdery on the surface and “light buff.” Dr. 
Rockwood gave me two stable forms which she had isolated: One was isolated 
from a matted yellowish area occurring on the surface of a culture which was 
powdery and “chatenay pink.” The culture resulting from this yellowish area, 
shown in figure 1, 4, was a wrinkled, furrowed, glabrous growth from “cream-buft” 
to “cinnamon-buff.” The growth of this form and its original source, the “chatenay 
pink” culture (fig. 1, 3), have remained stable. This tendency to form yellow 


areas on any of the sugar mediums after the cultures have been growing for 
some time was noticeable in all the cultures of this group; the color of the 


powdery layer also showed a tendency to change. 

The macroscopic appearance of M. fulvum 483, received from Paris, also 
showed some interesting variations on culture. In figure 2, J and 2 are depicted two 
cultures on maltose agar derived from the same source of inoculum and grown 
‘cartridge-buff” 


‘ 


under the same conditions. The one was a loose cottony type of 

. e ~ ““ . ” 
growth, while the other showed a matted, folded and furrowed, “ochraceous-buff 
growth. This type of variation was not stable; yet it demonstrated the ability 
of this fungus to show gross differences in character which might lead to diffi- 
culties if identification was made on a cultural basis. 


11. Ridgeway, R.: Color Standards and Nomenclature, Washington, D. C., 
published by the author, 1912. When Ridgeway’s nomenclature is used the term 
is enclosed in quotation marks. 
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Fig. 1—1 shows a culture of M. gypseum 12 on peptone conservation medium, 
with a close, dense, powdery “light ochraceous-buff” growth. 2 shows a culture of 
M. gypseum 12 on polished rice, with a dense, close, powdery “light pinkish-cinna- 
mon” growth. The inoculum was from a culture on conservation medium. 3 
shows a culture of M. fulvum 24 on Sabouraud’s standard dextrose medium, with a 
close, powdery “Chatenay pink,’ deeply furrowed center and white periphery. 
The inoculum was from a culture on dextrose medium. 4 shows a culture 
of M. fulvum 24 on Sabouraud’s standard dextrose medium, with a greatly 
wrinkled and furrowed growth with a small tuft of white aerial mycelium, the 
center surrounded by a “cream-buff” to “cinnamon-buff” glabrous area having a 
close white periphery. The inoculum was from the same culture on the dextrose 
medium as that shown in 3. 5 shows a culture of M. gypseum 12 on Sabouraud’s 
standard dextrose medium, with a close, dense powdery “light ochraceous-buft” 
growth, with some tufted white mycelium at the periphery. The inoculum was 
from a culture on rice. 6 shows a culture of M. gypseum 12 on Sabouraud’s 
standard dextrose medium, with a glabrous “cinnamon’-colored growth with a 
wedge-shaped sector and scattered tufts of white aerial mycelium. The inoculum 
was from a sector of the same culture on rice as that shown in 5. 








Figure 1 
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Fig. 2—1J shows a culture of M. fulvum 483 on Sabouraud’s standard maltose 
medium, with a loose, cottony, aerial, slightly furrowed growth partially hiding a 
powdery “cartridge-buff” center. The inoculum was from a culture on the conser- 
vation medium. 2 shows a culture of M. fulvum 483 on Sabouraud’s standard mal- 


tose medium, with a matted, folded, furrowed growth, sharply delimited and of 
“ochraceous-buff” color. The inoculum was from a culture on the conservation 
medium. 3 shows a culture of M. lanosum 486 on dextrin medium, with an “olive- 
buff,” coarse central area with tufts of white aerial mycelium and a border of 
raised white mycelium. The inoculum was from a culture on the conservation 


medium. 4 shows a culture of M. lanosum 19 on dextrin medium, with an irregular 
radial “light ochraceous-buff” growth. The inoculum was from a culture on the 
conservation medium. 5 shows a culture of M. obesum 40 on Sabouraud’s standard 
dextrose medium, with a close, woolly, radially furrowed growth, partially hiding a 
“warm buff” somewhat powdery layer beneath. 6 shows a culture of M. simiae 80 
on Sabouraud’s standard dextrose medium, with a close, cottony white growth, 
raised in the center and sloping off to an irregularly furrowed periphery. 
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In this group the best growth of sporulating mycelium was obtained on polished 
rice. The loss of spore forms in the agar cultures was frequent, owing to 
pleomorphism and the resulting sterile culture. The cultures could be maintained 
for a greater period on the grain medium without resulting differences due to 
pleomorphism. 

Group II. The same type of cultural study was carried on with the fungi 
of group II. In this group the first cultures responded more or less similarly 
on the agar mediums, but it can hardly be said that M. lanosum 19, 27, 29 and 33, 
isolated in Boston, were identical with each other in every respect, even though 
they were all grown on the same mediums and under the same conditions. 
The culture of M. lanosum 486, from Europe, also differed from the strains 
isolated in Boston. For example, on dextrin (fig. 2, 3) it showed a coarse “olive- 
buff” central area surrounded by a border of raised mycelium, while M. lanosum 
19 on dextrin (fig. 2, 4) showed an irregular radial “light ochraceous-buft” growth. 
Likewise on Sabouraud’s maltose medium M. lanosum 486 differed markedly 
from M. lanosum 29; the former showed a central, radially furrowed “‘cinnamon- 
buff” powdery depression of sporulating mycelium partially hidden by aerial, cottony 
whitish mycelium, while the latter showed a close matted, radially furrowed 
whitish growth. In a similar manner M. felineum 5 and M. felineum 481 
differed in their gross morphologic characters. On polished rice, however, such 
colonial characters as furrowing, texture and regularity of growth were not 
sharply defined because of the nature of the medium; because of this, the 
cultures on rice resembled each other more closely. When there is only a resemblance 
between cultures the investigator is forced to rely more on the microscopic 
morphologic characteristics of the fungi concerned than on the gross character 


which they present in culture. Because of this a microscopic study is made of the 
fungi for the purpose of separating species, and this type of study, as will be 


pointed out, is more reliable than the cultural study. 

The cultures of group II differed not only in their gross cultural aspects 
on the various agar mediums, but in their ability to produce the characteristic 
large spindle spores or fuseaux and the small laterally borne aleuries. It was 
noted, for example, that M. felineum 5 and M. felineum 481 did not produce 
fuseaux or aleuries regularly on any of the agar mediums. Likewise, M. lanosum 
19, after it had been in culture for six months, failed to produce these spores. 
However, when these fungi were grown on polished rice, both fuseaux and aleuries 
were abundantly produced. On this medium, therefore, the microscopic characters 
are available for diagnostic purposes and are much more reliable than the ever- 
changing gross morphologic characters of these fungi. 

Group III—This group includes two strains of M. equinum: one, 485, from 
Sabouraud’s collection, and the other, 50, from the Centrallbureau Voor Schem- 
melcultures in the Netherlands. The first strain, 485, from Paris, gave a close, 
matted, radially furrowed “deep olive-buff” growth on the conservation medium 
and after two months displayed a tuft of white aerial mycelium in the center 
(fig. 3, 1). Transfers from the white tuft and from the edge of the culture to 
Sabouraud’s dextrose medium yielded two different types of growth: One (fig. 3, 2) 
was a woolly, compact growth with concentric rings and slight evidence of fur- 
rowing, and the other (fig. 3, 3), a closely matted, deeply furrowed white growth. 
Neither of these cultures produced the spore types said to be characteristic of M. 
equinum. It seemed probable that this particular fungus had been grown on 
artificial mediums for such a length of time that its characteristic growth and 
spore forms were lost. Even on the rice medium it did not produce a sporulating 


mvcelium. Therefore a more recently isolated strain was obtained from the 
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therlands; this on the conservation medium gave a close “cream-colored” 

wdery growth in contrast to that of the Parisian culture. However, on dextrose 

urrowed growth was obtained not unlike that shown in figure 3, 3. This strain 
om the Netherlands when grown on polished rice produced an abundant aerial 
vcelium with “cream-colored” powdery areas which contained numerous spores. 
would be impossible to establish the identity of these two strains on the basis of 
ross morphologic characters and behavior on mediums. Since, however, an 
bundant production of spore forms may be induced on rice, morphologic characters 
ay be found by which this species may be distinguished from others. 

Group IV.—This group is comprised of those fungi which did not seem to 
fit into the other groups and showed possibilities of being new species; this was 
found to be the case when further studies were made, which will be reported 
in a later paper. One of the fungi, M. pseudolanosum 42, showed some extremely 
interesting cultural reactions. On the conservation medium (fig. 4, 1) it produced a 
tough granular fimbriate growth with a slightly furrowed center, and on dextrin a 
similar granular type of growth was produced (fig. 4, 2). On these two mediums 
no diagnostic spore forms were produced, and the fungus was thought to be of 
another genus than Microsporum. On polished rice, however, a cottony aerial 
growth, which partially hid a powdery “pinkish-buff” sporulating mycelium, was 
produced. On this culture fuseaux and aleuries were not unlike those of M. 
lanosum. Transfers to dextrin (fig. 4, 3) from the rice culture gave an entirely 
different type of growth than was induced on dextrin when the culture on the 
conservation medium was used as a source of the inoculum. This growth showed 
a close, powdery “warm buff” mycelium which produced abortive fuseaux. 
Transfers to dextrose from the rice gave a woolly, matted “light buff” growth, 
with some white, tufted mycelium at the periphery (fig. 4, 5), while transfers 
to dextrose from the conservation medium gave a light powdery, furrowed 
“light buff” growth (fig. 4, 4). Abortive fuseaux were found in both of these 
cultures. Thus, when one tries to distinguish species on a gross morphologic 
basis, the source of the inoculum seems to play a great part in the interpretation 
of the type of growth induced on any of the agar mediums. On rice, however, 
the same type of growth and the same abundant production of fuseaux were 
attained whether the tough granular culture on the conservation medium or 
the more mycelial culture on dextrose was used as a source of inoculum. 

Another fungus of group IV, M. aurantiacum 43, gave rise to several types of 
growth on the various artificial mediums. When it was first isolated and grown 
on the conservation medium it gave a closely matted growth, “Dresden brown” in 
the center with an “ochraceous-tawny” surrounding band (fig. 3, 4). Transfers 
to dextrose from this culture resulted in a short-napped, almost glabrous growth, 
cerebriform and “cameo brown” in the center, surrounded by a broad “ochraceous- 
buff” band to the peripheral zone (fig. 3, 6). This culture did not show any 
diagnostic spore types, but a later transfer to dextrose resulted in an actively 
sporulating culture (fig. 3, 5) characterized by “light buff” aerial mycelium which 
later acquired a “cinnamon” color and produced abundant fuseaux. On dextrin, 
however, spores were not evident. This culture was deeply furrowed and white, 
except for an “army brown” area in the center (fig. 4, 6). Likewise, cultures on 
maltose failed to produce spores. On rice, however, the growth was constant, 
becoming evident first by the grain becoming from “orange chrome” to “russet” 
and by a “cinnamon”-colored mycelium which became matted and friable in time. 
Sporulating forms were always present on rice, while the cultures on the agar 
mediums rarely produced a sporulating mycelium. Since the agars were made 
up at the same time and the cultural conditions were the same, the variety of forms 
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Fig. 3.—1 shows a culture of M. equinum 485 on the conservation medium, with 


a very close, matted, radially furrowed “deep olive-buff” growth, with occasional 
tufts of white mycelium. 2 shows a culture of M. equinum 485 on Sabouraud’s 
standard dextrose medium, with a woolly white growth with concentric rings 
and slight evidence of furrowing. The inoculum was from the center of the 
culture shown in J. 3 shows a culture of M. equinum 485 on Sabouraud’s standard 
dextrose medium, with a close matted, deeply furrowed white growth. The 
inoculum was from the periphery of the culture shown in J. 4 shows a culture of 
M. aurantiacum 43 on the conservation medium, with a close matted growth, 
radially furrowed. The center is “Dresden brown” surrounded by an “ochraceous- 
tawny” band extending to the periphery. This is a twenty-seven day growth, 
5 shows a culture of M. aurantiacum 43 on Sabouraud’s standard dextrose medium, 
with an aerial “light buff” folded central band surrounded by a furrowed, almost 
glabrous, “Etruscan red” band becoming “flesh ocher’ at the periphery. The 
whole culture later became covered with a heavy matted “cinnamon’-colored 
aerial mycelium. The inoculum was from the culture on the conservation medium. 
6 shows a culture of M. aurantiacum 43 on Sabouraud’s standard dextrose medium, 
with a short-napped, almost glabrous, growth, cerebriform in the center and with 
numerous diverging furrows. The center is “cameo brown,” surrounded by an 
“ochraceous-buff” band extending to the periphery. The inoculum was from the 
culture on the conservation medium. 
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Tig. 4—1 shows a culture of M. pseudolanosum 42 on the conservation medium, 
with a tough, granular growth slightly furrowed in the center and scattered tufts 
of white mycelium which change to “light buff.” 2 shows a culture of M. pseudo- 
lanosum 42 on dextrin medium, with a tough, granular “ochraceous-tawny,” slightly 
furrowed growth with “light buff” mycelial tufts. The inoculum was from the 
culture on the conservation medium. 3 shows a culture of M. pseudolanosum 42 
on dextrin medium, showing a close, somewhat powdery, “warm buff” growth. The 
inoculum was from a culture on rice. 4 shows a culture of M. pseudolanosum 42 
on Sabouraud’s standard dextrose medium, with a light, powdery, furrowed 
growth of “light buff.” The inoculum was from the culture on the conservation 
medium. 5 shows a culture on M. pseudolanosum 42 on Sabouraud’s standard dex- 


trose medium, showing a woolly, matted, “light buff” growth, with white tufts of 


mycelium at the periphery. The inoculum was from the culture on rice. 6 shows 
a culture of M. aurantiacum 43 on dextrin medium, with a slightly furrowed center 
giving off deep radial furrows. The center is “army brown,” while the remainder 


of the growth is*white. 




















Figure 4 
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displayed by this fungus in a gross cultural aspect would make one hesitate bef, 
attempting to identify or classify it on a cultural basis. An explanation for 
behavior is lacking, but since it remains constant and produces spore forms 
rice a control of its activities is not impossible. 

Another fungus of group IV, M. simiae 80, was isolated from a monk 
On dextrose agar (fig. 2, 6) it showed a raised center with a definite ridge; thie 
entire culture was covered with a close white mycelium which sloped off the peri 
ery and thus out onto the agar. This culture did not show spore forms for the first 
three weeks and then showed only abortive types. On polished rice a loose white 
mycelium was produced, with a “light buff” powdery layer close to the grain 
This culture showed numerous spores of the Microsporum type. 

A fourth fungus, M. obesum 40, of group IV, was also unlike those which had 
been received from the several sources as verified material. This fungus on dextrose 
(fig. 2, 5) showed a close woolly, radially furrowed growth of “warm buff” 
color. In this culture on dextrose agar fuseaux were aburdantly produced, as they 
were also on rice. 

COMMENT 

A survey of the reaction of the fungi of these groups on the various 
mediums shows that the creation of numerous species would result if 
cultural characteristics were used as a means of identification. The 
variability of the groups within themselves on the same mediums clearly 
indicates the need of caution on the part of investigators working with 
the dermatophytes. All types of variation occurring when these fungi 
are grown on agar mediums cannot be referred to as pleomorphic strains. 
This term has been applied to that phenomenon of sterility which appears 
after a dermatophyte has been in culture for a long time. Experience 
has shown that this type of growth is maintained on repeated transfer- 
ring, and the normal sporulating ability of the fungus is lost. Therefore, 
with M. aurantiacum, the new isolation of which failed to give sporu- 
lating cultures on dextrose but finally produced spores on repeated trans- 
ferring, neither the initial culture nor its subsequent sporulating forms 
could be said to be pleomorphic. Likewise, M. simiae was most irregular 
in its macroscopic and microscopic aspects on the same medium. The 
variety of macroscopic types of M. lanosum on the same medium which 
have been noted would necessitate an almost limitless number of descrip- 
tions to diagnose this species adequately on the basis of its cultural 
appearance. 

Therefore, since cultures grown on agar mediums were shown to 
vary greatly in their gross aspect and in their ability to produce spore 
types, the need of other mediums for comparative studies was evident. 
In place of the agar mediums Langeron and Milochevitch * advocated 
their natural mediums, or grains of barley, wheat and rye. The 
best development of these fungi was observed to take place on pol- 
ished rice. By using the same proportion of rice and water it has 


been possible to a great extent to control the variability of species of the 
genus Microsporum in culture, to secure abundant production of the 
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eral spore forms and consistent agreement in the manner in which 
y are borne and to establish an adequate basis for sharply differen- 
ing species. So successful has this medium proved that it is believed 

that it will enable other investigators to secure uniformity in their cul- 
‘es, equally adequate material for comparison and equal freedom from 
¢ months of culturing the more recalcitrant forms. 


SUMMARY 

Eighteen strains of Microsporum from different sources were studied 

i various mediums for the purpose of discovering a basis for clearly 
differentiating species. 

The strains studied showed a great diversity of reaction to various 
agar mediums and to any one medium, which invalidates the use of 
eross cultural appearances for diagnostic purposes. 

Not only did the macroscopic appearance of the fungi vary on agar 
mediums, but the microscopic appearance also changed. In this respect, 
a newly isolated strain failed to produce spore forms on agar mediums 
until it had been transferred several times. Other strains in cultures 
on agar mediums produced spore forms irregularly or not at all. 


When these fungi were grown on polished rice, however, they pro- 
duced abundant spore forms. This abundant production of spores on 
polished rice leads me to believe that the use of this medium may prove 


a help to others when comparing their cultures of dermatophytes. 








ALEUKEMIC MYELOSIS WITH CUTANEOUS 
NODULES 


E. F. ZIMMERMAN, M.D. 
AND 
H,.G., CURES; M.D. 


WICHITA, KAN. 


Cases of aleukemic myelosis, described by MacCallum? as a disease 
in which there may be a qualitative change in the white blood cells with 


at times no apparent change in their quantity, are still infrequently 


reported, as reference to the available American literature has demon- 


strated. The apparent simultaneous development of a cutaneous mani- 
festation of the leukemic process in such a case under our observation 


prompts us to report the history and the course. 


REPORT OF A CASE 

History.—F. L., a farmer aged 45, was admitted to the Veterans Administration 
Facility Hospital on Feb. 4, 1935. He complained of abdominal distention, the 
result of gas and extreme weakness. He stated that he became ill suddenly about 
four weeks prior to his admission to the hospital. He said that he had not had 
medical attention in the past sixteen years and had not been ill except for a diges- 
tive disturbance which he attributed to “worms” and for which he had been taking 
a proprietary vermifuge about once a year for the past three years. The last 
medication had been taken about eight weeks prior to his present illness. No 
apparent ill effects ascribable to the vermifuge were noted at any time. 

The patient’s father died of tuberculosis at the age of 67. 

The patient’s illness began suddenly four weeks before he was admitted to 
the hospital, with abdominal pain and marked weakness. He vomited about a 
pint (473.18 cc.) of blood two weeks later, and at this time small hemorrhagic 
areas appeared on the upper portion of the abdomen and on the lower part of 
the chest. 

Examination.—The patient was poorly nourished but well developed and appar- 
ently acutely ill. The entire trunk and all the extremities revealed a heterogene- 
ous eruption composed of lesions varying in size from that of a millet seed to 
the diameter of a quarter, which varied from a pinkish-gray and copper to a 


purplish hemorrhagic color. The nodules were painless and freely movable over 


From the United States Veterans Administration Facility. 
1. MacCallum, W. G.: Textbook of Pathology, Philadelphia, W. B. Saunders 
Company, 1916. 
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underlying tissue and appeared to be incorporated in the skin and subcutane- 
; tissue. The hemorrhagic areas did not produce any discomfort (fig. 1). 

[he abdomen was moderately distended; palpation over the spleen, which was 
t enlarged, produced tenderness. This was the only area of localized pain. 

The heart, lungs and skeletal system were normal clinically and on roentgen 
imination. The gums were tender and bled easily, and small petechiae were 
esent on the left tonsillar pillar. Neurologic examination gave negative results. 
he lymph glands were not palpable except for small shotlike inguinal glands. 
‘eactions to the Wassermann and Kahn tests were negative; the number of 
lood platelets was markedly reduced; the bleeding time was prolonged (twenty 


iinutes), and the clotting time was five and one-half minutes. Blood cultures 














Fig. 1—This photograph shows the distribution of the cutaneous nodules at 
the time the patient was admitted to the hospital. At the time of death the nodules 


involved the entire body, including the face. 


gave negative results. The stools contained occult blood. The urine showed a 
moderate trace of albumin. The temperature was 98.6 F. The initial blood count 
revealed: hemoglobin content, 86 per cent; red blood cells, 4,230,000, and white 
blood cells, 4,700, with a differential count of 46 per cent segmented neutrophils, 
42 per cent lymphocytes and 12 per cent undifferentiated blast forms. Pending 
further study of the blood, a diagnosis of atypical leukemia was made. The table 


indicates the subsequent blood picture. 


The patient was given three transfusions of blood, after which he improved 


temporarily. At the time of death there was an increase in the size and extent of 


the nodules. 
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Fig. 2—In the center of the field is a large cell which gave a negative reaction 
for oxidase, and in the lower right-hand corner a lymphocyte can be seen. 


Fig. 3.—This section of a cutaneous nodule shows the cellular infiltration. 
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iopsy. -Microscopic examination of one of the nodules from the left forearm 
aled the corium to be infiltrated by large mononuclear cells which contained a 
t amount of cytoplasm. The chromatin of the nucleus was latticed; it usually 
tained only one nucleolus, but occasionally two were visible. This type of 
ular infiltration was more extensive in the deeper tissues. Nucleated red cells, 
h the nucleus in varying stages of disintegration, were present. There was 
siderable hemorrhage through the tissue. Peroxidase stain did not reveal any 


nules in the aforementioned cells (fig. 3). 


The Blood Picture of the Patient with Aleukemic Myelosis 
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55 8,480,000 5,200 34 26 
57 2,840,000 6,800 42 30 

3,200,000 5,400 35 8 
5D 3,440,000 4,800 31 41 
52 3,280,000 5,500 20 DO 
50 2,360,000 5,600 40 32 
45 2,280,000 4,000 12 44 
36 2 080,000 4800 12 
32 1,480,000 6,400 14 
Patient died 


COMMENT 
The aleukemic or, as Kracke and Garver * suggested, the leukopenic 
phase may occur in all types of leukemia, especially in the acute forms. 
Diagnosis is often difficult until the cell count reaches the leukemic levels. 
We had under observation a case in which the white blood cell count 
was reduced from 300,000 to 3,000 by irradiation; it remained at that 
level for several weeks and then slowly rose to 178,000. During this 
remission no immature cells were noted on the blood smears, and the 


vatient’s physical condition improved remarkably. Jaldridge and 
d d te) 


2. Kracke, R. R., and Garver, H.: Differential Diagnosis of the Leukemic 


States, J. A. M. A. 104:697 (March 2) 1935. 
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Fowler * reported a similar case and one in which the change \ 
apparently spontaneous. 

In a case of the diffuse form of an aleukemic process, diagnosis 
the type may be difficult because of the immaturity of the cells. The 
stem cells containing no granules give a negative reaction for oxidas 
This was our experience in the case reported here. After a transfusion 
of blood some of the immature cells higher in the stage of development, 
such as myelocytes, stained characteristically, while the blast forms 
remained unstained. Schultze’s modification of the indophenol blue 
synthesis, which causes a positive reaction in a case of myeloid leukemia 
and a negative reaction in a case of lymphatic leukemia, is of diagnostic 
aid. 

The life expectancy in the most favorable case is less than six months. 
Roentgen therapy is contraindicated, and transfusions of blood accord 
only a temporary arrest of the fatal termination in most cases. In a 
negligible few the chronic form is induced. 


SUMMARY 

A case of aleukemic myelosis with cutaneous nodules is reported. 
The case was characterized by a sudden onset with hemorrhagic pur- 
pura, resulting in rapidly developing and fatal anemia. The absence 
of palpable glandular hyerplasia and the presence of the most immature 


type of white blood cells were noteworthy clinical observations. 


3. Baldridge, G. W., and Fowler, W. M.: Aleukemic Myelosis, Arch. Int. 
Med. 52:852 (Dec.) 1933. 





YMPHEDEMA OCCURRING WITH VARICOSE VEINS 


TREATMENT BY INJECTION 


H. I, BIEGELEISEN, M.D. 


NEW YORK 


It is becoming increasingly apparent that the epithelial, venous and 
ymphatic systems are closely related. Infection, beginning in any one 


system, may ultimately affect all three. In a case of varicose veins 


the skin and the subcutaneous tissues often become altered in an insidi- 
ous fashion, so that for no apparent reason a peculiar disabling lesion 
appears and grows to alarming proportions. It is my purpose in this 
paper to trace this chronic disorder back to its source and to present 
a new mode of therapy for its relief. 

The name lymphedema describes only the first stage of the disorder. 
The end-stage is fibrosis, and therefore the whole picture would be 
more aptly termed fibrolymphedema. Grossly the condition may be 
recognized in a case of varicose veins by the presence of a hardened, 
tender, brown to purplish area, usually located on the inner side of the 
lower half of the leg. In the later stages this patch spreads and may 
ulcerate to cause an extremely obstinate and intractable lesion. Figure 
5 A shows an advanced stage of lymphedema complicated by the forma- 
tion of ulcers. 

The history of the knowledge of this condition is interesting. The 
intimate relationship of the venous and lymphatic vessels in the lower 
extremity was amply brought out many years ago by Cruikshank.’ 
The work of Halsted ? and Reichert * demonstrated that swelling of the 
extremity in experimental lymphedema is due to lymphatic obstruction. 
Homans and Zollinger * in 1929 reproduced lymphatic obstruction of 
the lower limb of a dog by inducing artificial phlebitis of the femoral 

Read before the East Side Clinical Society, Feb. 12, 1935. 

From the clinic for the treatment of varicose veins of the Stuyvesant 
Polyclinic. 

1. Cruikshank, William: The Anatomy of the Absorbing Vessels of the 
Human Body, ed. 2, London, G. Nicol, 1790, p. 148. 

2. Halsted, W. S.: The Swelling of the Arm After Operations for Cancer 
of the Breast: Elephantiasis Chirurgica, Cause and Prevention, Bull. Johns Hop- 
kins Hosp. 32:309, 1921; Replantation of Entire Limbs Without Suture of Vessels, 
Proc. Nat. Acad. Sc. 8:181, 1922. 

3. Reichert, F. L.: The Recognition of Elephantiasis and of Elephantoid 
Conditions by Soft Tissue Roentgenograms, with a Report on the Problem of 
Experimental Lymphedema, Arch. Surg. 20:543 (April) 1930. 

4. Homans, J., and Zollinger, R.: Experimental Thrombophlebitis and 


Lymphatic Obstruction of the Lower Limb, Arch. Surg. 18:992 (April) 1929. 
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veins, thus proving the relationship of phlebitis to lymphatic blockag 

Finally, Drinker, Field and Homans * produced lymphedema by dire: 

chemical irritation of the large lymphatic channels of the lower extren 

ity. It is clearly established, therefore, that phlebitis may cause lymph 
atic infection, with resulting lymph stasis. This lymphatic block is 
responsible for the alteration of the tissue known as lymphedema. 

The lymphatic system may be disturbed by other causes. Thus, 
Castellani ° described lymphedematous changes resulting from cutaneous 
infection by an organism which he isolated and called Streptococcus 
(Micrococcus) myceticus. Lymph stasis may also follow trauma which 
occurred several years previously. In cases of this kind traces of infec- 
tion have been left in the lymphatics to cause symptoms years after 
apparent healing of the original injury. Lymphedema caused by wounds 
incurred in war are examples of this type of delayed edema.  Filariasis, 
in which the lymphatics are attacked directly, is another cause of 
lymphatic disturbance. Here the lymph stasis is central as well as 
peripheral, and the pathologic changes consequently are more wide- 
spread. The congenital lymphatic disorders, such as Milroy’s disease," 
and congenital lymphangiectatic edema,* are due to lymph stasis of 
another sort. In these types, the stagnation of lymph is dependent on 
the abnormal development or malformation of the lymphatic vascular 
system. 

The point to be stressed is that whatever its origin the end-result 
is always the same. The pathologic picture in all instances is that of 
fibrosis supervening on lymphatic obstruction. Further, the treatment 
which I shall describe is equally applicable to all types of the disease. 

Lymphedema is a frequent complication of infected varicose veins. 
It may arise in a number of ways. Obvious painful phlebitis may pre- 
cede the hardened discolored lesion or the lesion may supervene on a 
latent phlebitis to cause an apparently idiopathic lesion. Varicose ulcers 
may also be the starting-point of lymphedema. In this type of involve- 
ment the cutaneous infection travels directly into the lymphatics, with- 
out the intervention of the venous system. However, the usual and 
more frequent mode of origin is that following phlebitis. 


5. Drinker, C. K.; Field, M. D., and Homans, J.: Experimental Production 
of Lymphedema and Elephantiasis as a Result of Lymphatic Obstruction, Am. J. 
Physiol. 108:509 (June) 1934. 

6. Castellani, Aldo: Elephantiasis Nostras (Non-Filarial Elephantiasis), Proc. 
Roy. Soc. Med. 27:519 (March) 1934. 

7. Ellis, L. B., and Hall, F. C.: Chronic Hereditary Edema (Milroy’s Dis- 
ease): Its Clinical Aspects and the Nature of Its Production, New England J. 
Med. 209:934 (Nov. 9) 1933. 

8. Leopold, J. S., and Castrovinci, F.: Congenital Lymphangiectatic Edema: 
Report of Case in Child Aged Two Years, Arch. Pediat. 51:34 (Jan) 1934. 
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In spite of its frequent occurrence, the literature does not contain 
ention of lymphedema associated with varicose veins. It has been 
infused with varicose eczema, varicose ulcer and phlebitis. This 
robably accounts for the fact that there has been no satisfactory treat- 
ent for this disabling condition. Evidences of lymphedema can be 
een in most cases of varicophlebitis that have existed for any appre- 

ciable length of time. The tendency for the infection to invade the 
lymphatic system is slow but certain. 

The pathology of lymphedema following the development of vari- 

cose veins is the same as that of lymphedema coming from other 








Fig. 1—A section through the dermis of the patient with lymphedema shown 
in figure 5 shows extreme fibrosis, dilated lymphatics, enlarged tissue spaces, 
occluded capillaries and edema. 


causes. The phlebitic infection travels into the lymphatic satellite and 
sets up mild lymphangitis. Thrombosis with a resulting stagnation of 
lymph follows. The tissues become bathed by an edema fluid of high 
protein content. In the experimental lymphedema of Drinker, Field 


and Homans the protein content amounted to 4+ per cent. In addition, 


the tissues contain disintegrating cells. This mixture is a good medium 
for the growth of connective tissue, which is the next step in the cycle. 
The combination of infection, edema and fibrosis works against the 
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reestablishment of lymph channels. As the process continues the new 
formed connective tissue increases. This fibrosis chokes off most of t! 
circulation in the area. In a typical cross-section at this stage one fin 
dilated capillaries and lymphatics, thrombosed vessels and enlarged ti 
sue spaces (fig. 1). 

Some of the capillaries rupture, strewing blood pigment throughou: 
the tissues. This accounts for most of the discoloration seen in these 
lesions. The fibrous tissue increases and causes obvious hypertrophy 
The collagen fibers laid down are not of the same consistency as those 

















Fig. 2—A high power magnification of the dermal portion of lymphedema 
shows occluded vessels and edematous, unhealthy fibrous tissue. 


noted in normal healthy fibrous tissue elsewhere. Castellani, in his 


sections, noted areas of mucoid degeneration and branching forms of 
connective tissue cells. The same degenerative condition may be noted 
in the section illustrated in figure 2. All the elements are soaked in 
lymph juice, adding to the size of the overgrown tissues. 

It can readily be seen how this strangulated tissue is prone to necro- 
sis. Furthermore, once an ulcer is established in an area of lymph- 
edema, healing is obstinate and rare. The lymphedematous process 
tends to advance. It creeps along the limb, so that if the condition is 
neglected an entire circumference or indeed the whole surface of the 
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may be involved. With widespread lymphedema of the entire leg 
ndition of elephantiasis may be said to be present. 
lo my knowledge elephantiasis has never before been described in 
ciation with varicose veins. In this connection it is really wide- 
ead lymphedema which begins peripherally and grows centrally, 
ping above the fascia at all times. According to Castellani’s classifi- 
ion, elephantiasis complicating varicophlebitis should be called 
eudo-elephantiasis to differentiate it from filariasis. It is not usual in 
cases of varicose veins to find lymphedema so widespread as to cause 


elephantiasis. Figure 3 illustrates the condition in an infrequent case 


elephantiasis and shows, in addition, enormous ulceration. The 














Fig. 3—This patient with pseudo-elephantiasis is shown with an enormous area 
of ulceration before treatment. 


pathologic process is that of lymphedema in general and need not be 
described here. It should be noted that in a case of elephantiasis accom- 
panying varicose veins one does not meet with those acute crises of 
pain and fever that are noted in cases of other types of the disease. 


THERAPY 
Elephantiasis has been treated with poor results by the Kondoleon 
operation, according to Torgerson. Kondoleon, who in 1912 devised 
the original mutilating procedure, made the statement in 1924 that the 


9. Torgerson, W. R.: Auchincloss Operation: Preliminary Report, Porto 
Rico J. Pub. Health & Trop. Med. 6:411 (June) 1931. 
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technic fails in cases of edema of long standing. For the enorn 
number of persons who suffer from local lymphedema, nothing has | 
offered in the past except supportive bandages. 

The following technic, which has been used over five hundred times, 
attacks the seat of the disturbance in a direct fashion: 


The principle of the treatment is to open the strangulated lymphatic and 
capillary circulation. This is done by the injection of a special isotonic solution 
through a needle with a large bore, directly into the lymphedematous area, 
When I first developed this technic I used a 21 gage needle. As I proceeded | 
noted that clinical improvement was more rapid when a larger size was used. 
The needle now used is 13 gage and is really a small cannula. The first solution 
used was physiologic solution of sodium chloride. Next, Ringer’s solution was 











Fig. 4—A shows the condition in a patient with lymphedema before treatment. 
Note the pigmentation. B shows the same patient after treatment. Note the 
improved color. The tissues are softer and are not tender. 


employed, and, finally, Locke’s modification was settled on as giving the best 


results. Injections are given as often as possible, since they do not inconvenience 
the patient. A reaction does not occur; the latent infection which is residual in 
the lymphedematous area is never aroused. In my experience it has always beena 


safe procedure. 


The clinical results of this procedure are striking. In cases of both 
lymphedema and elephantiasis subjective improvement is marked after 
the first few treatments. The pain in a case of lymphedema disap- 
pears, and the leg feels lighter and more natural. In every case in 
which the treatment has been persistently applied the tissues have first 
become softer. The patients often call attention to this fact in sur- 
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_ since most of them expect the affliction to be lifelong. With the 


ning of the tissues the pigmentation becomes lighter and sometimes 
pears completely. An illustration of this type of result is given 


cure 4. Lymphatic ulcers, no matter how large, clear up definitely, 
ough they do not respond to any other therapy that | know of 
_5). If only for this effect the method deserves use, since intracta- 
lymphedematous necrosis has been the bane of physicians and 
tients everywhere. The parts treated become less tender, and the 
patient loses the leathery sensation that existed before the treatment. 


he spread of the lymphedematous process stops. 














Fig. 5—A shows an advanced stage of lymphedema complicated by ulcer, and 
B shows a stage in the healing, with an improvement of color as the ulcer heals 


by epithelialization. 


The end-results obtained depend on the amount of healthy fibrous 
tissue present in the area, the size of the lesion and the persistence of 
treatment. Small areas of lymphedema respond best. In the early stage 
the condition clears up simply ; in the late stage there is a loss of pigmen- 
tation and the skin becomes softer and is less tender, but some fibrosis 
may remain. All ulcerations in the area invariably heal rapidly. The clin- 
ical effects of improved cosmetic appearance, softening of the tissue 
and relief from pain and heaviness are present even in cases of massive 


lymphedema or pseudo-elephantiasis. 
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The mode of action of this form of therapy is not clear. It js 
apparent that there is an improvement in the circulation in the capil- 
laries and lymphatics. There has been some evidence in the past that 
injections of saline around the ring of old chronic ulcers are followed 
by the formation of new capillaries.‘° The lightening of the discolora- 
tion in the area is probably due to the absorption of blood pigment and 
débris from the tissues. Whether some of the degenerated connective 
tissue breaks down and is also absorbed is not determined. 

It is hoped that the new approach to these disorders will open fresh 
fields for research. The results obtained have been so uniformly grati- 
fying that this report is presented to encourage further study. 


CONCLUSIONS AND SUMMARY 

Phlebitis in a subacute, chronic or latent form is a complication in 
about 50 per cent of cases of varicose veins. 

In a case of varicose veins phlebitis is usually latent and therefore 
unrecognized. 

In an untreated case of varicose veins phlebitis tends to involve the 
lymphatics and cause lymphedema. 

Pseudo-elephantiasis may result from neglected, widespread lymph- 
edema. 

Ulceration of an intractable type may occur with lymphedema. 

The method of treating lymphedematous conditions by injection 
heals ulcerations and brings clinical relief in all cases. 


510 Madison Avenue. 


10. Tunick, I. S., and Kling, D. H.: New Method of Treating Chronic Ulcer 
of the Leg, Am. J. Surg. 13:524 (Sept.) 1931. 





ONYCHOLYSIS 


JAMES D. VIECELLI, M.D. 
SAN FRANCISCO 


Chronic partial separation of the nail plate from the nail bed con- 
sequent to influences of occupation is the basis for reporting the follow- 
ing case. 

REPORT OF A CASE 

A man aged 26 sought advice for changes that had been going on in his finger- 
nails for about one year. The main change was separation of the nail plate from 
the nail bed, extending back from the free margin variable lengths to the middle of 
the nail. The four finger-nails of both hands were involved to a greater or less 
extent, but chiefly the nails of the third and fourth fingers. The nail of the left 
thumb was intact, and that of the right thumb was slightly affected. The nails, 
which were slightly spoon-shaped because of thinness, had a peculiar milky tint 
due to leukonychia of the plate and pallor of the nail bed, although beneath the 
separated portion an accumulation of débris gave them a dark, spotted appearance. 
[he nail beds, after removal of the débris, appeared dry and scaly. The nail folds 
were slightly swollen and red but not to such an extent that they could be con- 
sidered the seat of the primary lesion. 

The patient’s hands were cold and clammy, and he gave a history of attacks 
of chilblain affecting both the hands and the feet, though he had none during the 
time in which the changes occurred in the nails. A recent attack of chilblain of the 
feet had not caused any changes in the toe-nails. There had been no other illness or 
dermatosis, such as psoriasis. Scrapings of the nails treated with potassium 
hydroxide did not contain fungi. 

In his work the patient handled cowhides, which were preserved in brine but 
were not otherwise chemically treated. In grasping and lifting the hides there was 
a constant pull on the nails, The nail on the right thumb, which the patient used 
in testing the hides by running the thumb through the hair with the nail faced 
downward was only slightly affected, while the other nails were more severely 
involved. It was thought that the constant pulling of the nails caused them to 
become separated from their beds. 

The patient gave up his occupation. After one month his nails clearly began 
to assume their normal attachment, although there was no appreciable improvement 
as regards the thinness, pallor or leukonychia. 


COMMENT 
The structure of the nail as well as its exposed location makes it 
susceptible to infection and injury. Oppenheim? stated that certain 
occupations lead to characteristic changes in the nails. He reported 
cases of separation of the plate from the bed in housewives occupied with 


1. Oppenheim, M.: Praktikum der Haut- und Geschlechtskrankheiten, Vienna, 
Franz Deuticke, 1913, p. 122. 
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much laundry work and expressed the opinion that sodium hydrox de 
(caustic soda) was a causative factor. This was more obvious in ‘he 
case reported by Neugebauer,’ in which onycholysis occurred in a wonian 
who spent five days cleaning photographic plates with a solution of 
sodium hydroxide. 

Templeton * reported five cases in women who worked at removing 
labels from catchup bottles. He expressed the opinion that maceration 
and mechanical factors as well as predisposition were responsible for 
the condition. An interesting and unique feature in his cases was the 
appearance of small dark areas in the nail substance which were not 
due to the accumulation of débris under the nails, as in my case and 
in those described by Frieboes* and Dubreuilh.’ Frieboes mentioned 
that not infrequently koilonychia is present subsequent to thinning of 











A photograph showing the separation of the nail plates from the nail beds. 
Note that the nail of the right thumb is slightly involved and that the nail of the 
left thumb is intact. 


the nail plate, and Dubreuilh gave an accurate and concise description 
of the condition under the title Décollement neuropathique des ongles, 
although he did not give to it a specific cause other than that it occurs 


in neurotic or hysterical women. 

Changes in the nails not identical with, but probably similar to, those 
in my case are the deformity and shedding of the nails in milkers, caused 

2. Neugebauer, quoted by White, R. P.: Occupational Affections of the 
Skin, London, H. K. Lewis & Co., 1915, p. 34. 

3. Templeton, H. J.: Onycholysis: An Industrial Dermatosis, J. A. M. A. 
97:1950 (Dec. 26) 1931. 

4. Frieboes, W.: Lehrbuch der Haut- und Geschlechtskrankheiten, Leipzig, 
F. C. W. Vogel, 1930, p. 176. 

5. Dubreuilh, W.: Précis de dermatologie, Paris, O. Doin & fils, 1917, p. 535. 
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ow hair, as reported by Steiner,® and in furriers who scrape the hair 

skin of rabbits, as noted by Glibert.’ The difference between these 

s and mine was, of course, the gross structural changes in the plate, 

ch do not occur in onycholysis. 

It is apparent from the foregoing observations that traction on the 
nail, softening or disintegration of the epidermis under its free edge 
due to constant moisture or exposure to chemicals, predisposition and 
perhaps low grade infection and overzealous cleaning of the nails are 
responsible for onycholysis. These factors may be variable in their 
severity as well as in their reciprocal action. The finger-nails of a 
dish-washer resumed their normal appearance after she ceased to use 
her finger-nails for scraping cooking utensils. And if one considers 
the cases described under the title Décollement neuropathique des ongles, 
traction and maceration as causes may be incident not alone to occu- 
pation but to manipulation by the patient. 


SUMMARY 
\ case is reported of separation of the nail plate from the nail bed 
caused by traction exerted on the nail and by softening of the epidermis 
under its free edge. There may be also individual predisposition. Of 
the three causes, traction and softening were undoubtedly incidental to 


the occupation. 


450 Sutter Street. 


6. Steiner, quoted by Krumer, L., in Arzt, L., and Zieler, K.: Die Haut- 
und Geschlechtskrankheiten, Berlin, Urban & Schwarzenberg, 1934, vol. 2, pt. 20, 


7. Glibert, quoted by White, R. P.: Occupational Affections of the Skin, 
3, London, H. K. Lewis & Company, 1928, p. 459. 





GENESIS OF SYRINGOMA 


REPORT OF A CASE 


H. HOMMA, M.D. 
AND 
D. H. E. ESCHER, M.D. 


BEIRUT, SYRIA 


The microscopic and clinical appearance of syringoma has _ been 
well studied. The origin of syringoma, however, is still open to dis- 
cussion, although there is no doubt now that ectoderm forms the matrix 
of the structure. The older theory, that syringoma originates in the 
endothelium of blood and lymphatic vessels, which was sustained by 
Kaposi (1872), Jarisch? (1894), Elschnigg (1895), Wolters? (1900) 
and Oestreich and Saalfeld* (1914, 1917), has been abandoned. The 
main arguments for that theory, namely, the bifurcation of the strands 
of epithelial tissue in syringoma similar to the branching of blood and 
lymphatic vessels, the flatness of the cells constituting those strands, the 
difference between the structure of the strands and that of a normal 


secretory duct of a sweat gland and the occasional presence of red 
blood corpuscles in the cavities of syringoma, have been proved to be 
unsound. The theory of ectodermal genesis, as emphasized first by 
Darier and Jacquet in 1887 and by Torok * in 1889 and since then by 
many others, is now generally accepted. 


REPORT OF CASE 


A man aged 34 noticed several reddish-yellow nodules the size of a pinhead 
on the left side of the neck, behind the angle of the jaw, about five years before 
be presented himself. The individual nodules slowly increased in size but never 
exceeded 0.4 cm. in diameter. They spread down over the shoulders until they 
covered the upper part of the chest and of the back. There was no itching or 
any other complaint except that the nodules troubled the patient from a cosmetic 
standpoint. One of the lesions below the left clavicle was excised from the normal 
surrounding skin and immediately put in Zenker’s solution. It was then treated 
in the ordinary way, embedded in paraffin and cut in serial sections. 


From the departments of Pathology and Dermatology of the American Uni- 
versity of Beirut. 

1. Jarisch: Arch. f. Dermat. u. Syph. 28:164, 1894. 

2. Wolters: Arch. f. Dermat. u. Syph., 1900, p. 53. 

3. Oestreich, R., and Saalfeld, E.: Arch. f. Dermat. u. Syph. 120:1, 1914; 
124:124, 1917. 

4. Tordk, L.: Monatschr. f. prakt. Dermat. 14:169, 1892. 
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listologic Examination.—The epidermis covering the lesion was for the most 
unchanged; there was no stratum lucidum or granulosum. The papillary 
y consisted of fine collagenous connective tissue in which there were scattered 
w thin elastic fibers. Several of them looked torn and wrinkled; the majority, 
however, did not show any pathologic change. ‘There were many large and small 
stic cavities lined by epithelium in the corium which had no membrana propria. 
st of them were round, but some showed indentations which led to projections 
into the lumen. In some instances the indentation even entirely divided the cavity 
into two parts (fig. 1). 
[he number oi layers of epithelium lining tliese cavities varied from one to 
several. The large cavities more frequently showed only one layer, but some of 





Fig. 1—A low power photomicrograph of a cross-section of the syringoma. 


the smaller cavities also showed only one layer. Pesides these cystic cavities there 
were also solid heaps and strands of cells. Sometimes the solid accumulations of 
cells were attached like tails to the outside of the wall of the cyst. This appear- 


ance was produced whén the section was made through strands of epithelial cells. 
Serial sections showed that these tail-like formations were part of the cellular 
strands. The cystic formations, therefore, were in continuity with the cellular 


strands, 

The epithelial cells lining the cysts presented a different appearance. They fre- 
quently contained a moderate amount of slightly granular protoplasm. The border- 
lines between the cells were not well defined. Their nuclei were round, oval or 
elongated, with little chromatin and with a distinct nuclear membrane, and con- 
tained from one to three nucleoli. Other cells were full of protoplasm which did 
not contain granular structures, which did not take the ordinary dyes and which 
therefore looked colorless. Those cells were very sharply outlined not only at 
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the borderline between cells but also in the vicinity of the lumens. Their nu. ej 
were small and irregularly shaped. They appeared shrunken end stained dee;,|, 
with the ordinary stains for nuclei. There was no structure visible in thei) 
This second type of cell was found usually in the innermost layer of the stratified 
wall of the cyst. 

In the large cells there were sometimes round vacuoles of different sizes which 
more or less filled up the entire cell and which sometimes were so large as to 
cause projections into the lumen of the cyst (fig. 2). In those instances the 
nucleus was flattened and was situated in the peripheral part of the cell. The 
vacuoles were for the most part located in the innermost layer of cells lining 
the cyst, although some were observed in the cells next to the innermost layer, 
In the center of the solid heaps of cells vacuoles were occasionally observed. 





Fig. 2—A high power photomicrograph of a cross-section of the syringoma. 


In the protoplasm of the cells of the innermost layer there were small or large 
brown corpuscles not exceeding in size that of 2 red blood cell. Most of them 
were round, but some had an irregular outline and a homogeneous structure. They 
did not give a reaction for iron following the Perles or Turnbull test. They 
strongly resembled the formations in the protoplasm of apocrine sweat glands, 
especially of the axilla, where they occur in the part of the protoplasm which 
becomes isolated by the process of apocrine secretion. In the axilla, however, 
many of the cells give a positive reaction for iron by the Turnbull method, as 
shown by Homma® (1925). Projections of the protoplasm, in the sense of 
apocrine secretion, were not observed in the present case. 


5. Homma, H.: Arch. f. Dermat. u. Syph. 148:463, 1925; Bull. Johns 
Hopkins Hosp. 38:365, 1926. 
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The lumens of the cysts were filled with a substance which was generally hya- 
and which stained a deep red with eosin and yellow with trinitrophenol. 
ere were larger and smaller vacuoles (fig. 2) in the hyaline substance, and 


ey were sometimes so numerous as to result in a foamy structure. Occasionally 


ne of these vacuoles was seen to be situated partly in the proptoplasm of a cell 
f the wall of the cyst and partly in its lumen. The contour of the cell was inter- 
upted in that place, so that it seemed as if the vacuole would emerge from the cell 
nto the lumen. 

A small depression of the epidermis with undermined margins was noted in 
the vicinity of the syringoma. There were liyperkeratosis and thinning of the 
epidermis in that area; thin cellular strands originated from the epidermis there 
and extended, as shown in figure 3, into the deeper parts of the corium. The 





- takes 
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Fig. 3.—Cross-section of the epidermis near the syringoma, where the epithelial 
strands with the antler-like branchings connecting the syringoma with the epi- 
dermis meet the latter. 


strands showed a good deal of branching, similar in appearance to that of antlers. 
Beneath that area there was a cavity, the upper parts of which were covered 
with several layers of epithelium with cornification, while the other parts of its 
wall did not show any epithelial covering. This epithelium showed areas of 
transition in the cellular strands, starting from 1he depressed area of the epidermis. 
The cavity could not be considered to be an artefact, as similar ones were found 
repeatedly in all the slides of that region. The cells of the strands connecting the 
cavity with the epidermis differed materially from the cells of the syringoma and 
also from the cells of the epidermis. They were much smaller than either; and 
their protoplasm stained different shades of violet and blue with the hematoxylin 
and eosin preparation, resembling the pictures of injured epidermis in cases of 
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burns. The border lines of the cells could not be distinguished. Correspondi 
to the small size of the cells, the nuclei also were very small and general, 
elongated. They stained deep blue with hematoxylin and did not show any stru 
ture. By following the cellular strands toward the syringoma in serial sections jj 
was possible to observe their transition into the cellular strands of the syringoma 
No sweat glands were noted in the vicinity of the svringoma, and its surroundings 
were entirely normal. 


This typical syringoma is of special interest as it was connected 
with the epidermis by strands of epithelium. That feature is of impor- 
tance with regard to the genesis of syringoma. Similar observations 
have been reported by Blaschko, Neumann, Gassmann, Winkler and 
Edel. Neumann in his case did not observe any direct connection 
between the syringoma and the epidermis, but he noted that one secre- 
tory duct did not show transition into a coil. From that he concluded 
that the syringoma originated from a secretory duct and lost connection 
later. He expressed the opinion that a syringoma may develop instead 
of a normal coil. 

Those authors, with the exception of Gassmann, favored the theory 
that the epithelial strands connecting syringoma with the epidermis are 
derived from the secretory duct of a sweat gland. In the present case, 
however, the strands did not show any similarity to a secretory duct. 
In the “Handbuch der Haut- und Geschlechtskrankheiten,” by Jadas- 


sohn, S. C. Beck described a syringoma that was connected with the 
cuticle of the outer sheath of a hair root. Such a connection was seen 


also by Fischer. 

These cases, except that of Winkler in which there was connection 
with a coil, seem to show that a syringoma may take its origin from 
the epidermis or from the cuticle of the sheath of a hair root. The 
objection may be raised that the connections that have been observed 
may have been secondary and therefore were not indicative of the place 
of origin, the primary connection having been destroyed. There is, 
however, no single observation available in the literature which supports 
the hypothesis of a secondary connection. One is therefore led to con- 
clude that the tissue in which syringoma originates may be localized 
in the epidermis as well as in the cuticle of the outer sheath of a hair 
root. 

In reviewing the theories that hold that syringoma is derived from 
an ectodermal structure, one must first consider Darier’s theory of the 
origin of syringoma from the coil of a sweat gland. No histologic 
evidence has ever supported that idea. The observation of Winkler, 
moreover, of a connection between a syringoma and a normal coil of 
a sweat gland, which at first seems to agree with Darier’s opinion, will 


6. Edel, K.: Acta dermat.-venereol. 13:655 (Dec.) 1932. 





















HOMMA-ESCHER—GENESIS OF SYRINGOMA 705 





explained in another way later in this article. Quinquaud expressed 
ie opinion that scattered embryonal epidermal tissue gives origin to 
yringoma, but he did not say anything as to the properties of the 
issue. Similarly, Arzt* said that syringoma is derived from epidermal 
cells. On the basis of those opinions, the fact remains unexplained 
that the structure of syringoma is similar to that of sweat glands only 
and to no other epidermal structure. The same objection must be made 
to the theory that the primdrer Epithelkeim, in the sense of Markus 
and Roemer, is the tissue in which syringoma originates. In this respect 
it is preferable to accept the idea of Neumann and of Ricker and 
Schwalb that syringoma is derived from the excretory duct of a sweat 
eland, by which supposition the similarity of syringoma and a sweat 
gland is understandable, as well as the fact that no formation similar 
to any other epidermal structure is observed in syringoma. It seems, 
however, very improbable that such a highly differentiated tissue as 
the secretory duct of a sweat gland still has sufficient elemental power 
to be the tissue of origin of syringoma. Moreover, the theory advanced 
by the last mentioned authors cannot explain the connections that are 
noted between a syringoma and the cuticle of the outer sheath of a 
hair root, as observed in the cases of Fischer and S. C. Beck. 

All the theories that have been mentioned give only slight or no 
attention to the question of the time of the teratogenic determination 
of syringoma. The first author who discussed the genesis of syringoma 
from that standpoint was Kyrle. He expressed the opinion that the 
anlage of the hair and its later appendixes, the apocrine sweat glands 
and the sebaceous glands, and not the anlage of sweat glands in general, 
was the tissue to be considered. The teratogenic period of determina- 
tion, therefore, is the time before the anlage of the hair differentiates 
into the later structures. Kyrle supported that theory by stating that 
a syringoma never occurs on the palm or on the sole, places where 
there are no hairs, while in all the places where syringoma has been 
described, the anlage of hairs, with all their appendixes, may be found. 
If a sweat gland, without discrimination between the eccrine and the 
apocrine type, is the place of origin of syringoma, the clinical fact 
that neither the palm nor the sole is ever the site of a syringoma would 
not be explained, as those regions abound in sweat glands of the eccrine 
type. This theory is supported also by the observation of points of 
resemblance between the cysts of syringoma and the apocrine type of 
secretory structure. This could not be demonstrated in our case. How- 
ever, we observed the brownish-yellow granules which are seen in the 
apocrine sweat glands. We are of the opinion that this offers additional 
support for the theory of the apocrine origin of syringoma, although 


7. Arzt, L.: Beitr. z. path. Anat. u. z. allg. Path. 69:408, 1921. 
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the granules in our case did not give the reaction for iron (Turnbull 
as they regularly do in the normal apocrine glands of adults in Vien: 
and in Baltimore.* It is plain that the difference in the picture in th 
respect is easily explained by the varying degree of differentiation o; 
svringoma. The further the differentiation progresses, the closer will 
be the similarity to a normal apocrine gland. 

Another argument in favor of Kyrle’s theory is that the apocrine 
sweat gland, as well as syringoma, is dependent on puberty. Syringoma 
is not observed before that period, and, analogously, the apocrine sweat 
gland develops to full functional and morphologic maturity only after 
puberty. Another reason which compels us to attribute the formation 
of syringoma only to cells which ordinarily form a sweat gland and 
not to any other epidermal cells is the biologic law that in a case of 
developmental anomaly undifferentiated cells produce only a structure 
which is of a lower level of evolution than that produced by their normal 
sister cells. Developmental anomalies can lead only to abnormalities 
characterized by a lack of differentiation, never to a plus of differ- 
entiation. Such a plus of differentiation, however, necessarily must 
be assumed if one attributes the power of forming syringoma to epider- 
mal cells other than the ones which ordinarily are destined to form 
apocrine sweat glands. 

If one goes farther back in fetal history, to a period when the cells 
have not become differentiated into epidermal cells and those of the 
anlage of the hair, and attributes to those early tissues the property 


of forming syringoma, one could not explain why a structure which 


resembles only a sweat gland and no other epidermoid formation should 
arise from those early cells. In this connection it may be said that the 
teratogenic period of determination could be localized somewhat later 
than the time of the undifferentiated anlage of the hair, as hair follicles 
or sebaceous glands, which could develop from the anlage of the hair, 
as well as structures resembling’ apocrine sweat glands are not observed 
in syringoma. It seems to us, therefore, that the teratogenic period 
of determination must be the time of the formation of the anlage of 
the apocrine sweat glands and not that of the anlage of the hair gener- 
ally. It is true that cornification is occasionally seen in the cysts of 
a syringoma. Csillag,? Winkler and Gassmann noted granules similar 
to keratohyalin; Winkler, Stockmann and perhaps Brooke noted keratin 
in the cysts. Those observations, however, may be considered as evi- 


8..It must also be taken into consideration that the ordinary apocrine sweat 
gland of the axillary region in persons from Syria usually, perhaps always, gives 
a negative reaction. We have examined eighteen specimens of axillary skin from 
adult Syrians at autopsy and in no case was a positive reaction for iron obtained. 


9. Csillag, J.: Arch. f. Dermat. u. Syph. 72:175, 1904. 
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ice of a minus variant of the anlage of the apocrine sweat glands. 
is conception can be supported by the fact that cornification is 
served in so many pathologic epidermoid structures that it must be 
msidered as a lower degree of differentiation, and one would not be 
ifficiently justified in anteponing the teratogenic period of determina- 
‘ion simply because of the presence of occasional cornification. 

From all these facts it is apparent that the genesis of syringoma 
niay be explained satisfactorily in every respect if it is considered to 
be in the anlage of the apocrine sweat glands. Connections with the 
cuticle of the outer sheath of the hair root are easily explained by the 
fact that the apocrine sweat glands take their origin from the anlage 
of the hair. If connections with the epidermis are present, their pres- 
ence is explained by the fact that the aperture of the secretory duct 
of an apocrine sweat gland frequently moves from its original location 
to the free surface of the epidermis, as was first observed by Schieffer- 
decker. It is now understandable why these connections are so fre- 
quently similar to the excretory duct of a sweat gland, since they are 
derived from the same embryonic tissue. It is, therefore, only a ques- 
tion of the degree of differentiation whether they resemble more or 
less the adult structures. If an injurious agent works on the entire 
anlage of an apocrine sweat gland, then the evolution of all the cells 
would become anomalous. This is usually the case, so that none of 
the structures of a normal sweat gland is present in the area of mal- 
formation. If, however, the injurious agent works only on a group 
of cells of the anlage, the cells which have not been influenced may 
develop normally. In a case of that type normally shaped coils may 
develop in connection with a hamartoma. This explains the observation 
reported by Winkler that a syringoma may be connected with a fiormal 
coil of a sweat gland. From that standpoint, also, the further obser- 
vation made by Winkler, namely, the connection of a syringoma with 
the epidermis by an apparently normal secretory duct, is understandable. 

Like other malformations, syringoma presents a typical histologic 
picture only a long time after the segregation of the cellular material 
which is destined to form the hamartoma has taken place. 

In an overwhelmingly large number of cases in which a thorough 
histologic examination was made there was no connection between the 
syringoma and the epidermis or the sheath of the hair root, and the 
syringoma was entirely separated from those structures. As we believe 
that all syringomas are derived from the anlage of the apocrine sweat 
glands, we assume that there must have been some connection at an 
early period of evolution in all cases. This necessarily implies that in 
the large majority of cases the connection was destroyed in a later 
period. Retrogressive changes in the epithelial structures of syringo- 
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mas have been described, as far as we know, by Naegeli alone. 
our case we could see a process of degeneration and atrophy in the 
epithelial strands connecting the syringoma with the epidermis. Had 
the same piece of tissue been removed for biopsy a few months later, 
the connecting epithelial strands might possibly have entirely disap- 
peared, and the syringoma might have been separated from thx 
epidermis. 

The importance of our observation lies in the demonstration of 
the degeneration of the connecting epithelial strands, a process which, 
until now, could only be suggested, as it had not been observed. Such 
an observation suggests, even independently of all the other arguments 
which have been proposed, that a syringoma is a budding out from 
some epidermal structure and is not derived from some primarily 
scattered embryonic tissue, as claimed by early writers. It must be 
admitted, however, that an early interruption of the peduncle of the 
cellular material destined to form the syringoma is very near to the 
idea of scattered embryonic tissue. 


CONCLUSION 


The place of origin of syringoma is the anlage of the apocrine sweat 
glands, and teratogenesis occurs when that anlage is being formed, at 


the beginning of the fifth month of fetal life. Only by this assumption 
can the occasional anastomosis of a syringoma with the cuticle of the 
outer sheath of a hair, with the epidermis or with a normal coil of a 
sweat gland be understood. The separation of a syringoma from the 
epidermis or from one of its appendixes, as ordinarily observed, is 
explained by the assumption that there has been a destruction of epi- 
thelial connections similar to those demonstrated in the case described. 
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Over thirty-five years ago Boeck’ reported a nodular eruption 
appearing in a man to which he gave the name “sarkoid.’”” Max Joseph 
had previously proposed the name, and it had been applied loosely by 
Kaposi * in 1895 to include mycosis fungoides, the leukemias, sarcoma- 
tosis cutis and hemorrhagic and melanotic sarcomas. Boeck believed 
the clinical and histologic appearance of the lesions to be unique and 
readily differentiated from other granulomas and neoplasms. 

Sarcoid retained its identiy for a short time, although its relationship 
to sarcoma and tuberculosis made it one of the most unsatisfactory 
subjects in the entire domain of dermatology. 

In 1906 Darier and Roussy * described sarcoid of the hypoderm, 
affecting the adipose tissue, differentiating it from the Boeck type, which 
affected the corium. They considered both processes to be tuberculids, 
but perusal of their investigations reveals that their evidence was hypo- 
thetic and inclusive. It was based primarily on the histologic similarity 
of the lesions to tuberculosis and indefinite familial and personal histories 
of prior pulmonary disease in some cases. It might be aptly expressed 
in Darier’s words: “If this is not tuberculous tissue, | do not know 
what to call it.” 

The trend in recent years has been to consider Darier’s sarcoid as 
tuberculous in origin. However, there are many who do not recognize 
the identity of any single etiologic factor. It is our purpose in this 
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article to assemble the available evidence regarding the etiology of t! 


process and present it as concisely as possible, with the view of evaluati::y 


whether or not there is sufficient evidence to warrant the conception 
that tuberculosis plays a definite and consistent role. 


REPORT OF CASES 


Case 1.—H. F., a white man, aged 39, a native of Ireland, was first seen on 
Dec. 28, 1933. The family history and the previous personal history were irrele- 
vant. There was no history of tuberculosis. The patient was well nourished and 
in good health. His occupation at the time of examination was that of a sales 
man, but for several years he had been an iron worker. His present dermatosis 
was of four months’ duration. It began on the anterior aspect of the thighs, 
where he was accustomed to lay iron bars, and on the right shoulder, over which 
he would frequently carry them. In addition, in the last two months lesions had 
developed on other parts of the body, where the patient had no recollection of 
being subjected to trauma. 

The lesions were located as follows: 
muscle, was a deep, circumscribed nodule about 2 cm. in diameter, which was 
firmly adherent to the skin. There were no visible changes, and the presence of 


On the right shoulder, over the deltoid 


the lesion could be appreciated only by palpation. 

On the right buttock was a similar, but slightly larger, lesion. The skin over 
this lesion was bluish. On a subsequent examination the lesion had a very fine 
scale on it. 

At about the middle of the right thigh, anteriorly, there were two lesions, and 
on the left thigh, a single lesion in about the same location. One of the lesions 
on the right thigh, on palpation, was slightly depressed. 

In the posterior portion of the thoracic region there was a lesion about 3 cm. 
in diameter, which was depressed on the left side but not infiltrated. There was 
no suggestion, however, of herniation such as is frequently seen in cases of mol- 
luscum fibrosum and macular atrophy. The overlying skin had a bluish discolora- 
tion, but there was no evidence of inflammatory reaction or atrophy of the 


epidermis. There was no pain in the lesions; they were not tender and did not 


itch, and there was no evidence of atrophy. 

A general physical examination revealed no abnormalities. There was no 
lymphadenopathy. Roentgen examination of the chest and of the bones of the 
hands and feet showed no pathologic changes. The Wassermann reaction was 
negative. The tuberculin test (Mantoux) was negative with a dilution of 1: 1,000. 
Inoculation of guinea-pigs with the material from the tumor masses gave negative 
results. 

The patient was given a solution of potassium arsenite internally in gradually 


increasing doses. In the course of a few months the lesions had entirely disap- 


peared. 

The patient was seen again in December 1934. His skin was normal. 
lesions had appeared in the interval. A tuberculin test performed at this time 
showed a moderate reaction to a dilution of 1: 10,000 and a marked reaction with 


No 


small purpuric areas to a dilution of 1: 1,000. 

Histopathologic Examination—One of the more recent lesions on the right 
thigh was removed for histologic examination. Some sections were stained ‘with 
hematoxylin and eosin, some with Weigert’s elastic tissue stain and many with 
the Ziehl-Neelsen stain. No tubercle bacilli were demonstrated with the last stain. 
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Under the low power magnification the epidermis was normal, except for a 
slight fragmented scale and some thinning due to pressure. Only one small area 
in the pars reticularis showed involvement. This was in the vicinity of a sudorif- 
erous gland, which was encompassed by a sparse infiltration. Practically the 
entire process was localized in the subcutaneous fat tissue. It consisted of solitary 
and confluent well defined globular masses of infiltration which had displaced the 
fat reticulum. In places this was poorly stained and fragmented. In some areas 
there were bands of embryonic connective tissue displacing the normal septums 
between the fat cells. Except in the one area heretofore mentioned, the infiltra- 
tion stopped abruptly at the lower margin of the corium. 

Under high power magnification the epidermis and corium showed no changes, 
except some periarteritis and periphlebitis in the lower portion of the reticular 
layer. The lobules in the subcutis were composed largely of epithelioid cells of 
irregular form, with feebly staining, oval nuclei and abundant granular cytoplasm, 
which presented a homogeneous appearance. In some instances these cells were 
confluent, giving the appearance of a larger cell with two or three nuclei. There 
were numerous typical giant cells of the Langhans type, with from six to twelve 
peripherally arranged nuclei. The epithelioid cells seemed to be more abundant 
in the vicinity of the giant cells, and in many instances they surrounded them in 
a concentric fashion, interspersed with fibroblasts. There were large numbers of 
lymphocytes, generally distributed. In some instances they were clumped in dis- 
tinct masses. Between these tubercle formations were normal trabeculae of fat 
cells which were being absorbed and infiltrated by fibroblastic tissue elongations 
which apparently arose from the periphery of the cellular masses. These formed 
interlobar trunks which invaded the cellulo-adipose tissue. There was no evidence 
of necrosis. There was a moderate amount of perivasculitis. It was rather diffi- 
cult to determine the histogenesis of these neoplastic masses. In one area they 
appeared to be grouped about an obliterated arteriole. In another area in the 
hypoderm a band of smooth muscle fiber divided the infiltration, which stopped 
abruptly at its borders. 

Case 2.—D. A., a white girl aged 11 years, a native of the United States, was 
first seen on April 3, 1930, with an eruption of seven weeks’ duration on her left 
arm. Her personal history and family history did not reveal any tuberculosis. 
Her father had psoriasis. Her general health was good, and a physical examina- 
tion revealed no abnormalities except a circulatory asthenia of the extremities. 

On the posterior and inner aspects of the left arm and forearm she had an 
irregularly distributed area of erythema, varying from pink to dusky red, which 
had the appearance of confluent patches, ranging in size up to 4 cm. in transverse 
diameter. This erythema disappeared entirely on pressure. It extended from the 
lower third of the arm downward as far as the wrist, where it faded away in 
solitary nummular lesions. On palpation there was no resistance or infiltration, 
and the tissue did not differ in texture apparently from that of normal skin. On 
the first examination there was a slight scale over part of the lesion, which could 
be readily removed. There was no telangiectasia and no atrophy. This clinical 
picture is peculiar, since it is difficult to correlate it with the histologic appearance. 
This patient was presented at a meeting of the New York Dermatological Society 
in December 1930, and it was the general impression that the histologic section 
shown did not conform to the clinical picture which the patient presented. A 
subsequent biopsy gave results identical with those of the first biopsy. 


4. Combes, F. C.: A Case for Diagnosis, Arch. Dermat. & Syph. 22:1119 
(Dec.) 1930. 
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The tuberculin test (Mantoux) was negative. 

Roentgen examination of the chest showed some increase in the pulmonary 
markings, especially at the base of the right lung, but no evidence of infiltration, 

The patient was given a solution of potassium arsenite, and in six weeks the 
lesions had disappeared. It is interesting that the patient’s mother volunteered the 
statement that her daughter was in the habit of reading and writing with her left 
arm hanging over the back of the chair on which she sat. 

A section of tissue was removed for histologic examination and stained with 
hematoxylin and eosin. Under low power magnification the epidermis was wavy 
and covered by a fine laminated scale. Otherwise it was normal. The corium 
was slightly edematous, and in the papillary and subpapillary regions there was a 
sparse, generally distributed infiltration. In the hypoderm, extending in a few 
areas into the deeper portion of the corium, were masses of infiltration. This 
showed a predilection for the glandular and follicular structures, except in the 
adipose tissue of the hypoderm, where it was most dense. There were a few 
dilated capillaries with a perivascular infiltration. 

Under high power magnification the rete was featured by the presence of a 
few wandering cells. The diffuse infiltration in the lower layer of the corium was 
comprised mostly of epithelioid cells. In the hypoderm were small masses of 
epithelioid cells surrounded by lymphocytes in tubercle formation. Finger-like 
processes extended from these masses into the fat trabeculae, producing a prolifera- 
tion atrophy of the adipose tissue. A few fibroblasts but no giant cells were 
present. No plasma cells or mast cells were seen. In some places there were 
small areas of infiltration composed almost exclusively of lymphocytes. The peri- 
vascular infiltration in the deeper layer of the corium contained the same cellular 
elements as were present in the hypoderm. 


REVIEW OF THE LITERATURE 

In order to prove that an organism is the sole etiologic agent of a 
disease process, it must be capable of being isolated in every case of 
the disease, producing the disease when injected into a healthy animal 
and then being recovered. In addition, no other organism can be capable 
of producing the same process. [From this it is evident that there are 
only two conclusive methods of demonstrating the presence of tuber- 
culosis in tissue: first, the actual demonstration of the organism and, 
second, inoculation of animals with positive results. These, failing all 
other evidence, must be conjectural and deductive, consisting of: (1) the 
presence of visceral tuberculosis, (2) tissue showing the histologic 
structure of tuberculosis, (3) the presence of tuberculosis cutis in other 
regions and (4) the reaction to tuberculin (focal and local). 

The existence of toxituberculids tends to complicate any investigation 
along this line of reasoning. Their number is manifold; the identity 
of many is dubious, and there is no evidence to support the idea that 
they occur in any organ except the skin, in contradistinction to actual 
tuberculosis. 

On this basis of reasoning, the first point to be considered is whether 
or not the Darier-Roussy sarcoid is tuberculosis of the hypoderm. 
Secondly, does it present sufficient circumstantial evidence to warrant 
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its conception as a toxituberculid? Thirdly, are there other processes 
which simulate it sufficiently to menace its relationship to tuberculosis 
and identify it as a nonspecific tissue reaction to a variety of organized 
or unorganized foreign bodies? 

We have reviewed the reports of thirty-seven cases from the litera- 
ture. Many of them were incomplete and could offer nothing con- 
structive or of material value. The first problem considered was the 
incidence of tubercle bacilli in the lesions. As far as we have been 
able to determine, the organism has never been demonstrated in the 
tissue. It is needless to give in detail the many attempts to isolate it 
with consistently unsuccessful results. Dittrich,° in 1931 was able to 
observe some acid-fast organisms in sections of Boeck’s sarcoid stained 
with the Ziehl-Neelsen stain. He seems to have been particularly fortu- 
nate in staining acid-fast bacilli in tissue, having also demonstrated 
them four years previously in granuloma annulare. However, there is 
no conclusive evidence that these were the human tubercle bacilli, and 
subsequent intensive search has failed to corroborate his findings. In 
our cases we were similarly unsuccessful. 

Inoculation of guinea-pigs also has been unsuccessful in identifying 
the organism. Our own cases are added to many previously reported. 

The significance of visceral tuberculosis discernible simultaneously 
with Darier-Roussy’s sarcoid or a definite history of its preexistence 
in the patient will be discussed by us later. From a review of the litera- 
ture, one gains the impression that a history or evidence of preexisting 
disease is unusual. In one of the cases reported by Darier and Roussy 
there was a history of adenitis and “inflammation of the chest” in child- 
hood. In another of their cases it was suspected that the husband of 
the patient had pulmonary disease, although there was no evidence of it 
in the patient. Allison and Mikell ® reported a case of sarcoid associated 
with active tuberculosis of the larynx. The histologic features of the 
cutaneous lesion were those of the so-called ‘“Boeck-Darier-Roussy 
sarcoid,” a syndrome which Schaumann‘ claimed is a biologic impossi- 
bility. It is his opinion that both types of lesions cannot exist in the 
same patient. He also expressed the belief that the development of 
pulmonary tuberculosis in a patient with sarcoid is followed by the 
spontaneous disappearance of the cutaneous lesions, favoring a bovine 
tuberculous origin for sarcoid. 





5. Dittrich, O.: Direct Observation of Tubercle Bacilli in Lupus Pernio and 
in Sarcoid of Boeck, Dermat. Ztschr. 60:395 (April) 1931. 
6. Allison, J. R., and Mikell, P. V.: Sarcoid Associated with Tuberculosis 
of the Larynx, Arch. Dermat. & Syph. 25:334 (Feb.) 1932. 
7. Schaumann, J.: A Study of Lupus Pernio and Its Relationship with Sar- 
coids and Tuberculosis, Ann. de dermat. et syph. 6:357 (Jan.) 1917. 
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In 1928 Goeckerman * presented before this society a paper reporting 
seventeen cases of sarcoid associated with visceral tuberculosis. Most 
of the cutaneous lesions conformed to the popular conception of the 
Boeck type. He expressed the opinion, with which we are in accord. 
that the difference in location of the infiltration in these cases does not 
justify considering the conditions two separate and distinct processes, 
The application of the term sarcoid, therefore, should be used collectively 
to include both types of lesions, irrespective of the location of the 
process in the skin. Consequently, in our résumé of cases of sarcoid 
associated with tuberculosis elsewhere, simultaneously or of subsequent 
development, we have avoided distinction between the superficial and the 
hypodermic type. 

This association of sarcoid with tuberculosis, while of some signifi- 
cance, is by no means conclusive evidence that the two processes are 
always of identical etiology. It is quite usual for definitely known 
nontuberculous dermatoses to be associated with tuberculous dermatoses 
and tuberculosis of the bones and viscera. 

The first case of sarcoid of apparent tuberculous origin was reported 
by Kuznitsky and Bittorf.? Subsequently, Schaumann,’ Kyrle,’° 
Bloch," Lutz,'* Jiingling,’* Gans,’* Lewandowsky,’*® Dowling,’® Allison 
and Mikell,© Thibierge and Bord,’* Artom,'* Wise,’® Daub and 


8. Goeckerman, W. H.: Sarcoids and Related Lesions, Arch. Dermat. & 
Syph. 18:237 (Aug.) 1928. 

9. Kuznitsky, E., and Bittorf, A.: Boecksches Sarcoid mit Beteiligung innerer 
Organe, Miinchen. med. Wchnschr. 62:1349, 1915. 

10. Kyrle, J.: Die Anfangstadien des Boeckschen Lupoids; Beitrag zur Frage 
der tuberkulésen Aetiologie dieser Dermatose, Arch. f. Dermat. u. Syph. 131:33, 
1921; Ueber die tuberkuloiden Gewebstrukturen der Haut, ibid. 125:481, 1920. 

11. Bloch, B.: Lupus Pernio bei 39 jahriger Frau mit Tuberculose-Belastung, 
Cor.-Bl. f. schweiz. Aertze 58:1254, 1918. 

12. Lutz, W.: Zur Kenntnis des Boeckschen Miliarlupoids, Arch. f. Dermat. u. 
Syph. 126:947, 1919. 

13. Jiingling, O.: Osteitis Tuberculosa Multiplex Cystica (eine eigenartige 
Form der Knochentuberkulose), Fortschr. a. d. Geb. d. R6ntgenstrahlen 27:375, 
1919-1920. 

14. Gans, O.: Ueber Lupus pernio und seine Beziehungen zum Sarkoid Boeck, 
Dermat. Ztschr. 33:64, 1921. 

15. Lewandowsky, F.: Tuberkulose-Immunitéat und Tuberkulide, Arch. f. 
Dermat. u. Syph. 123:1, 1916; Zur Kenntnis der Boeckschen Sarcoide, ibid. 135: 
287, 1921. 

16. Dowling, G. B.: Benign Sarcoid (Lymphogranuloma of Schaumann), 
Brit. J. Dermat. 42:134 (March) 1930. 

17. Thibierge, G., and Bord, B.: Note on Two Cases of Subcutaneous Sar- 
coids, Ann. de dermat. et syph. 8:113 (Feb.) 1907. 

18. Artom, M.: Contributo allo studio dei sarcoidi ipodermici di Darier- 
Roussy, Gior. ital. di dermat. e sif. 72:1464 (Dec.) 1931. 

19. Wise, F.: Sarcoid and Lupus Miliaris Faciei in a Negro, Arch. Dermat. 


& Syph. 28:455 (Sept.) 1933. 
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Menagh,”° Michelson and Winer *' reported others. In most of the 
cases the lesions occurred in the bones of the fingers and toes and in 
the lungs. 

Lenartowicz and Rothfeld ** recorded an interesting case of sarcoid 
with extensive visceral involvement, accompanied by a report of 
necropsy. This, so far as we know, was the first case in which the 
central nervous system had been involved as part of the clinical picture 
of sarcoid. In a girl of 17 years, of good health and a member of a 
nontuberculous family, typical lesions of the Darier-Roussy type 
developed on both cheeks and on the upper and lower extremities. 
Almost coincident with these, she suffered intense headaches and 
repeated attacks of vomiting. Roentgen examination of the chest 
showed wide shadows at the hilus of each lung. The Pirquet and 
Mantoux tests were negative. The fingers of both hands showed fusi- 
form thickening, due to osteitis tuberculosa multiplex cystica. The 
patient subsequently died, and at necropsy Darier-Roussy’s sarcoid of 
the skin, tuberculosis productiva of the brain, miliary tuberculosis and 
chronic fibrosis of the apex of the left lung, abdominal glands and 
organs were found. 

The osteoporosis frequently noted is by no means positive evidence 
of sarcoid, or is it peculiar to this condition. It occurs in several non- 
tuberculous processes, such as lepra, scleroderma and dermatomyositis.** 
Several years ago one of us had under his care a patient with lymph- 
angioma tuberosum multiplex with typical osteoporosis with fusiform 
thickening of the fingers and toes. 

One of us ** recently reported a case of generalized miliary tuber- 
culosis of the skin in a Negio coexistent with lesions of Darier-Roussy’s 
sarcoid. The reaction to tuberculin was positive, although tests were 
not done with graduated amounts of tuberculin. There was some peri- 
bronchial infiltration. 

The coexistence of syphilis with sarcoid is unusual, although the 
impression seems to be that their coexistence is common. The literature 


20. Doub, H. P., and Menagh, F. R.: Bone Lesions in Sarcoid: A Roentgen 
and Clinical Study, Am. J. Roentgenol. 21:149 (Feb.) 1929. 

21. Michelson, H., and Winer, L.: Case of Disseminated Papular Sarcoid in 
a Man with Tuberculosis of the Spine, Arch. Dermat. & Syph. 29:251 (Feb.) 1934. 

22. Lenartowicz, J., and Rothfeld, J.: Ein Fall von Hautsarkoiden (Darier- 
Roussy) mit identischen Veranderungen im Gehirn und den inneren Organen, 
Arch. f. Dermat. u. Syph. 161:504, 1930. 

23. Stuckey, E. S.: Dermatomyositis, Brit. J. Dermat. 47:85 (March) 1935. 

24. Maloney, E. R.: Generalized Tuberculosis of the Skin with Sarcoid 
(Darier-Roussy Type) and Miliary Lupus, Arch. Dermat. & Syph. 27:1054 
(June) 1933. 
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does not confirm this impression. Pautrier ** is the only one to give 
this symbiosis any significance. In a patient of his nodules developed 
on the upper part of the arms which involved the midcutis and the 
hypoderm. They ulcerated, suppurated and later resolved under mer- 
curial therapy. Undoubtedly they were gummatous and not sarcoid. 
It was Pautrier’s conception that certain cases of sarcoid, particularly 
of the Darier-Roussy type, owe their origin to syphilis. Nicolas Massia 
and Rousset ** reported the case of a young woman in whom the lesions 
responded to medication with bismuth. They considered it as syphilitic 
in origin, although there was no history of infection, and the Wasser- 
mann and Hecht tests of the blood were negative. Connective tissue 
tumors of the skin histologically identical with sarcoid occur in cases 
of syphilis and respond promptly to antisyphilitic therapy. We do not 
think that they should be referred to as syphilitic sarcoid. 

Little of value can be gained by a review of the histologic changes 
in the cases reported. In relatively few have such examinations been 
performed, and in a number of these significant details in the description 
unfortunately have been omitted. Furthermore, the sections taken 
naturally show lesions in various stages of development, so that they 
are only of contributory value in arriving at a diagnosis and of no 
significance when considered individually for comparison with cases of 
similar conditions. It can be said, however, that in general the lesions 
are all confined to the hypoderm. The infiltration has a tendency to 
form aggregate masses which invade the trabeculae between the fat 
cells and replace them with fibroblastic tissue. There have been in 
some of the cases unusual pictures with banal inflammatory changes 
which only serve to add to the confusion regarding the actual nature 
of the process. Canelli*’ reported a case in a child in which the con- 
dition conformed to our clinical conception of the syndrome but in 
which he was unable to find either epithelioid or giant cells. Other 
elements in the histologic picture differed so radically from our concep- 
tion of the biologic changes incident to the disease that we hesitate to 
include the case. Lenartowicz and Rothfeld,** Reis,?* Pautrier and Rob- 
ert *® and Spillman and Watrin *° were unable to demonstrate giant cells 


25. Pautrier, L. M.: Sarcoides de syphilis. Nécessité du’une révision du 
groupe des sarcoides, Ann. de dermat. et syph. 5:344, 1914-1915. 

26. Nicolas, J.; Massia, G., and Rousset, J.: Sarcoides sous-cutanées multiples 
du type Darier-Roussy, Bull. Soc. frang. de dermat. et syph. 40:42 (Jan.) 1933. 

27. Canelli, A. F.: So-Called “Hypodermic Sarcoids of Darier and Roussy” 
in Pediatrics, Pediatria 34:1001 (Sept.) 1926. 

28. Reis, W., and Rothfeld, J.: Tuberculide des Sehnerven als Komplikation 
von Hautsarkoiden vom Typus Darier-Roussy, Arch. f. Ophth. 126:357, 1931. 

29. Pautrier, L. M., and Robert: Sarcoides hypodermiques a tendance atrophi- 
que de la face, Bull. Soc. franc. de dermat. et syph. 32:119 (May) 1925. 

30. Spillman, L., and Watrin, J.: Sarcoides du thorax et du bras, Bull. Soc 
franc. de dermat. et syph. 37:6 (Jan.) 1930. 
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in their cases. The explanation of this may be that the sections were 
removed from early lesions before cellular proliferation had advanced 
sufficiently to produce this type of tissue reaction. 

In 1911, Wende ** described a condition which he called ‘nodular 
tuberculosis of the hypoderm.” It would be difficult to see the difference 
clinically and histologically between this condition and Darier-Roussy’s 
sarcoid except for the ease with which he was able to find the tubercle 
bacillus. However, Kryle *® has suggested that the bacilli can be found 
in the earliest lesion of sarcoid. It was his opinion that Wende was 
the first to demonstrate the organism in early sarcoid without being 
aware of it. In our case 1 the section for biopsy was removed from 
a lesion of only a few weeks’ duration, and in case 2, from the advancing 
border of a lesion of only seven weeks’ duration. 

Histologically, Darier-Roussy’s sarcoid is not unique, either in its 
morphology or in its cellular elements. Many other conditions simulate 
it. Erythema induratum of Bazin involves essentially the hypoderm, 
having its origin in the perivascular lymphatic spaces. As in the case 
of sarcoid, it begins as a pure lymphatic tissue reaction, which ultimately 
develops into a well defined tubercle with proliferation atrophy of the 
fatty tissue. Darier ** considered that the two conditions are identical, 
and there is a great probability that they are. In a large proportion of 
cases erythema induratum is tuberculous in origin. However, we believe 
that there are many cases in which it is not tuberculous, but due to 
some organism as yet unknown or to a circulatory asthenia or 
acro-asphyxia. 

_ Jame, Combalat and Passa ** reported a case of sarcoid with a poly- 
morphous infiltration in the hypoderm, tuberculoid in nature, with 
lympho-epitheliogigantiocellular nodules but not of the usual tubercle 
morphology. 

Goeckerman * expressed the belief that it is impossible to differentiate 
the sarcoid of Boeck and that of Darier, lupus pernio, erythema 
induratum and nodular tuberculosis of the hypoderm of Wende from 
each other and that all are due to invasion by the tubercle bacillus, rather 
than being diseases sui generis or due to varied causes. 


31. Wende, G.: Nodular Tuberculosis of the Hypoderm, J. Cutan. Dis. 29:1 
(Jan.) 1911. 

32. Darier, J.: Die cutanen und subcutanen Sarkoide; ihre Beziehungen zum 
Sarkom, zur Lymphodermie, zur Tuberkulose, usw., Monatschr. f. prakt. Dermat. 
1:419, 1910. 

33. Jame, L.; Combalat, E., and Passa, J.: Un cas de “sarcoide hypodermi- 
que” de Darier-Roussy, Soc. de méd. mil. frang., Bull. mens. 27:175 (July) 1933. 
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Urban ** and Kreibich and Kraus *° considered that there are two 
varieties of sarcoid, which are distinguished by their relationships to 
tuberculosis. One is definitely of tuberculous origin ; the other, although 
the histologic picture closely resembles that of tuberculosis, has abso- 
lutely nothing to do with the disease. 

Hollander ** considered sarcoid of two varieties, one tuberculous and 
the other nontuberculous. He expressed the belief that the name of the 
tuberculous variety should be changed to the name given by Wende. 
He considered this important from the standpoint of treatment, as in 
his experience the nontuberculous type responded to medication with 
arsenicals while the tuberculous variety did not. 

A morphologic picture of a similar tuberculoid nature may exist in 
syphilis ** and in tuberculoid leprosy. Fat necrosis of the new-born ** 
presents a histologic structure almost identical with that of Darier- 
Roussy’s sarcoid. Foerster *° and Stokes *° both mentioned the difficulty 
in distinguishing histologically between some forms of sarcoid and 
erythema nodosum. Foreign body tumors, mycosis fungoides and sar- 
comatosis may also present a tuberculoid structure. 

Adamson *! expressed the opinion that the evidence brought forward 
of tuberculous etiology in many of the cases of so-called sarcoid is 
exceedingly slight or entirely absent. He considered that many of the 
conditions described as tuberculids occur in patients with a stagnating 
peripheral circulation. He was supported in this interpretation by 
Galloway. 

Riordan, in a histologic review of twelve cases of Darier-Roussy’s 
sarcoid from the dermatologic clinic of New York University College 
of Medicine, found the condition in four to be tuberculous and in eight 
to present a histologic picture of a tuberculoid nature. 


34. Urban, O.: Benign Sarcoid Tumors, Arch. f. Dermat. u. Syph. 101:175 
(Jan.) 1910. 

35. Kreibich, C., and Kraus, A.: Beitrage zur Kenntnis des Boeckschen 
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36. Hollander, L.: Large Nodular Type of Sarcoid of Boeck, or Nodular 
Tuberculosis of the Hypoderm (Wende), Arch. Dermat. & Syph. 24:153 (July) 
1931. 

37. Jadassohn, J.: Remarks on Tuberculin in Dermatology, Brit. J. Dermat. 
41:451 (Dec.) 1929. 

38. Fox, H.: Subcutaneous Fat Necrosis of the New-Born, Arch. Dermat. & 
Syph. 27:237 (Feb.) 1933. 

39. Foerster, O. H.: The Association of Erythema Nodosum and Tubercu- 
losis, J. A. M. A. 63:1266 (Oct. 10) 1914. 

40. Stokes, J. H.: Erythema Nodosum, Tuberculosis: Report of a Case 
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41. Adamson, H. G.: Report of Three Cases of Subcutaneous Sarcoid, Brit. 
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We must acknowledge, therefore, that many other conditions have 
a tuberculoid structure and that Darier-Roussy’s sarcoid is due not to 
the tubercle bacillus, but to some obscure allergic reaction or biologic 
response of the tissues to infection or injury. 


REACTION TO TUBERCULIN 

The sensitivity or lack of sensitivity of the epidermis of patients 
with sarcoid to tuberculin has added more confusion to the study of 
the nature of this process than any other single diagnostic procedure. 
In a study of the tuberculin reaction we are confronted with two definite 
chronological periods of thought. This so-called tuberculin era may 
be separated into two subdivisions: one beginning with the studies of 
Koch and Neisser, and the second with the experimental work conducted 
with graduated doses of tuberculin by Martenstein, Jadassohn, Pickert, 
Loewenstein and others. When tuberculin was first introduced, it was 
thought that most patients with tuberculosis would give a positive reac- 
tion, which they did, since the injections were given in exceedingly low 
dilution. Little attention was given those cases in which there was no 
reaction, nor was it possible to judge the relative reactivity of the 
organism other than by the severity of the local, focal and general 
reactions to the injection. Jadassohn, Martenstein, Noll and others 
of the Jadassohn school, utilizing graduated dosage of tuberculin, were 
impressed by two apparent inconsistencies in their study of the reaction. 
One was the large number of negative reactions in the group of patients 
with sarcoid ; the other was the large number of positive focal reactions 
in persons with granuloma of nontuberculous origin, including syphilis, 
lepra and actinomycosis, even when relatively high dilutions of tuber- 
culin were used. It was the result of their experiments that has 
impressed on the dermatologists the value of the negative reaction. The 
utilization of high dilutions and interpretation of the cutireactions with 
these dilutions gives us more information about the nature of the process 
than the Pirquet reaction or the Mantoux reaction performed with a 
standard dilution of 1: 5,000. 

Wise and Sulzberger,** in a comprehensive article on tuberculin, 
reported a series of cases, including cases of Darier-Roussy sarcoid, in 
which they found that this condition is relatively more sensitive to tuber- 
culin. The results of their investigation showed that 98 per cent of nor- 
mal adults react positively to tuberculin in a dilution of 1: 5,000, and 50 
per cent react positively to a dilution of 1: 1,000,000. Ina group with 
sarcoid only 32 per cent reacted positively to a dilution of 1:5,000 and 
11 per cent to a dilution of 1: 1,000,000. 


42. Sulzberger, M. B., and Wise, F.: Tuberculin: Newer Dermatological 
Considerations and Reasons for Its More General Use in Diagnosis, M. Clin. 
North America 14:1555 (May) 1931. 
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Schaumann made a very decisive statement, namely, that a positive 
reaction to tuberculin is sufficient evidence to eliminate sarcoid as a 
diagnosis. He further stated that if pulmonary tuberculosis develops 
in a patient with sarcoid, the cutaneous lesions automatically disappear 
and the reaction to tuberculin becomes positive. If this evidence is 
accepted, and our own experience has apparently verified it, then a review 
of the cases of sarcoid from the literature, particularly those cases in 
which much emphasis is placed on positive reactivity to tuberculin, are 
of little value in any investigation of the nature of the process. A ‘nega- 
tive reaction to tuberculin is of very great significance in the diagnosis 
of sarcoid. 

The explanation of this positive anergy has been made on the hypo- 
thetic basis of the presence of anticutins by Pickert and Lowenstein,‘ 
who first described them. These substances counteract the biologic effect 
of the tuberculin. They are present in varying amounts in the normal 
person, maintaining a varied balance with the procutins. In cases of 
sarcoid they are of sufficient concentration to negative or to diminish 
appreciably the cutaneous allergy to tuberculin. 

It would be interesting to know what the reaction would be in per- 
sons before a cutaneous sarcoid developed. We have found no reference 
to this in the literature and realize its impracticability. We are of the 
impression, however, that it would be positive, as it is in 98 per cent 
of persons, and that the development of the cutaneous lesion would lessen 
the reactivity of the skin. It will be noted that in case 1 of this report 
there was anergy to tuberculin during the presence of the lesions, which 
later disappeared. The question also arises as to the specificity of tuber- 
culin. We have already mentioned the focal reactions in biologically 
related lesions, such as syphilis and tuberculoid leprosy. We must admit 
that these conditions frequently present-a morphologic and cellular 
structure similar to that of tuberculosis and of the tuberculids. We 
should like to add to this group traumatic fat necrosis and panniculitis,“ 
which present a tuberculoid structure almost indistinguishable from 
that of Darier-Roussy’s sarcoid, with the exception of the presence of 
crystals. Since the morphologic structure in these conditions is the 
result of a biologic reaction between bacilli or trauma and the organism, 
it is logical to assume that there is some relationship between conditions 
which produce a tuberculoid structure and allergy to tuberculin. This 
would hold true whether or not the lesions were due to the tubercle bacil- 


43. Pickert, M., and Lowenstein, L.: Eine neue Methode zur Priifung der 
Tuberkulinimmunitat, Deutsche med. Wchnschr. 34:2262, 1908. 

44. Lee, B. J., and Adair, F.: Traumatic Fat Necrosis of the Female Breast, 
Surg., Gynec. & Obst. 34:521 (April) 1922. Kiittner, H.: Ueber circumscripte 
Tumorbildung durch abdominale Fettnekrose und subcutane Fettspaltung, Berl. 
klin. Wchnschr. 50:9, 1913. 
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lus. It is interesting to note that those tuberculids in which tubercle 
bacilli are never found and those in which they are rarely found display 
this lack of sensitivity to tuberculin. This suggests the inference that in 
cases of tuberculous granuloma due to the biologic reaction between bac- 
teria and the organism, in which the bacteria are viable and can be 
demonstrated, the epiderms is sensitive to tuberculin. In cases of tuber- 
culoid granuloma in which no organism can be demonstrated, either at 
the site of the lesion:or elsewhere, there exists a positive anergy and 
resistivity to tuberculin. The only exception to this is acute miliary 
tuberculosis with extensive dissemination overcoming the humoral 
defensive mechanism of the organism. 

Michael *® has demonstrated the improbability of the tuberculous 
origin of granuloma annulare, another tuberculin-resistant dermatosis. 
We feel that many lymphogranulomas of the skin indistinguishable from 
the Darier-Roussy sarcoid histologically are likewise nontuberculous. 


TRAUMA 


It is interesting to note how frequently trauma seems to bear some 
relationship to the origin of these lesions. In both of our cases the 
patient volunteered the information that it might be responsible for them. 
A case was reported by Altman ** in which sarcoid-like lesions of the 
hypodermic type developed at the site of hypodermic injections. Another 
case of Nicolas, Massia and Rousset ** is reported in which the lesions 
started at the site of injections of camphor liniment U. S. P. into the 
thigh. Later, however, a similar lesion developed on the left arm, where 
the patient had received no injection. Finnerud *’ reported a case of 
“mixed-sarcoid” beginning on the finger after injury. Two of Darier’s 
patients were subject to hysterical attacks, and a patient of Lortat- 
Jacob *® had convulsions with clonic spasms, which exposed her to self- 
inflicted injuries. 

Crocker *® also remarked on the tendency of sarcoid lesions to 
develop on the-site of an old injury. 


45. Michael, J. C.: Etiology of Granuloma Annulare, Arch. Dermat. & Syph. 
29:189 (Feb.) 1934. 

46. Altman, J.: Sarcoid (Darier-Roussy Type), Arch. Dermat. & Syph. 15: 
352 (March) 1927. 

47. Finnerud, C. W.: Clinical, Histologic and Bacteriologic Study of a Case 
of Multiple Benign Sarcoid of Boeck-Darier-Roussy, Arch. Dermat. & Syph. 
4:342 (Sept.) 1921. : 

48. Lortat-Jacob, L.; Fernet, P., and Bucquoy: Un cas de sarcoide hypo- 
dermiques, Bull. Soc. frang. de dermat. et syph. 37:469 (May) 1930. 

49. Crocker, H. Radcliffe: Diseases of the Skin, Philadelphia, P. Blakiston’s 
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RESPONSE TO THERAPY 


In reviewing the literature it is interesting to note the response to 
therapy in many of the cases of the so-called Darier-Roussy sarcoid, 
The apparent specific effect of arsenical compounds in many cases and 
their complete failure in as many others is of significance as regards the 
etiologic factor instrumental in producing the lesion. We appreciate 
that there is a natural tendency for tuberculids to disappear spon- 
taneously, but their course is protracted, particularly in the case of 
sarcoids, new lesions appearing as older ones undergo involution. How- 
ever, when one patient responds promptly to arsenical therapy and 
another in whom the condition is morphologically and_ histologically 
identical fails to respond, one is obliged to conclude that the genetic 
mechanism in the two cases is essentially different. 

Several years ago one of us *° had occasion to treat a patient with 
an extensive sarcoid of the Boeck type of obscure etiology consisting of 
over one hundred lesions. Under the influence of an arsenical compound 
administered orally all the lesions disappeared in the course of a few 
months. There has been no recurrence, and the patient has remained 
in good health. 

Ormsby and Mitchell ** also recorded a case of extensive typical 
Darier-Roussy sarcoid with fifty lesions on the back in which cure was 
effected with arsenic in the form of pills. 

Furthermore, this therapeutic response to arsenical compounds in 
certain cases has no analogy in other tuberculous processes. This, we 
believe, is further evidence that although some sarcoid lesions seem to 
bear a certain relation to tuberculosis, there are other similar so-called 
sarcoids the relationship of which is not established but which must be 
regarded as connective tissue tumors of obscure and varied etiology. 


CONCLUSIONS 

1. The Darier-Roussy sarcoid is a tuberculous granuloma of the 
skin, which is due to the actual presence of the tubercle bacillus at 
the site of the lesion. It may give rise to systemic or other cutaneous 
lesions of a tuberculous nature. 

2. There is a benign granuloma of the skin with a tuberculoid struc- 
ture, which frequently is histologically indistinguishable from the Darier- 
Roussy sarcoid. This is of multiple etiology and possesses the following 
characteristics: (a) absence of evidence of tuberculosis elsewhere in 
the organism; (b) histologic picture of a tuberculoid nature with the 


50. Combes, F. C.: Sarcoid: Report of an Unusual Case of the Disseminate 
Type, Arch. Dermat. & Syph. 27:821 (May) 1933. 

51. Ormsby, O., and Mitchell, J.: Sarcoid, Arch. Dermat. & Syph. 9:660 
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process essentially in the hypoderm; (c) absence of tubercle bacilli, both 
in section and by inoculation of animals; (d) negative reaction to the 


. tuberculin test, or a definite resistivity to tuberculin, and (e) favorable 
d response to arsenical therapy. 

c ABSTRACT OF DISCUSSION 

‘ Dr. Marion B. Sutzpercer, New York: I think that Dr. Maloney’s presen- 
: tation of this subject has been excellent, to the point and in complete agreement 
f with the consensus of all previous workers who have studied this question. To 
- emphasize once more what he said, a sarcoid reaction must be considered simply 
] as the characteristic histologic response in a certain type of immunologic tissue 


reaction. It so happens that this particular type of reaction is in most cases caused 
by tubercle bacilli, but it can, in exceptional cases, be produced by any other agent 
‘ which can cause a granuloma. In some cases Hansen bacilli, spirochetes or some 

other agent has been found to be the cause. The sarcoid reaction seems to be 
1 one which appears when resistance of the tissues to the invading organisms is 
f almost inadequate. Conclusive experiments were carried out by Werner Jadas- 
1 sohn on the rat, an animal with tissues to a high degree resistant to infec- 
tion by the tubercle bacillus. This animal has a negative reaction to the tuber- 
culin test even after attempts at infection with the tubercle bacillus. That is 


analogous to what one finds in human beings with tuberculous sarcoids. When 
Werner Jadassohn inoculated large doses of tubercle bacilli into the skin and 
l subcutaneous tissues of the rat he found that after a time one could find some 


of these bacilli still present. But these bacilli were changed in their morphology 
and staining qualities; they were damaged and attenuated. The histologic exam- 
ination of the areas in which these bacilli were being destroyed revealed the 
picture of a distinct and classic sarcoid reaction. 
I think that one must sum this question up as Dr. Maloney has done and say 
) that the sarcoid tissue response is one which is produced when tissue with a high 
degree of immunologic resistance meets an invading micro-organism and further 
/ that this particular degree of resistance seems to be most frequently elicited by 
, the bacillus of Koch. 


Dr. Liroyp W. Kerron, Baltimore: Nothing has caused so much confusion 
in the consideration of the pathologic nature of tuberculosis as the introduction 
of the term sarcoid or lupoid, the main characteristic of which should be its 
peculiar histologic picture. Even in such an important textbook as that of 
Darier, Pautrier has recently shown that the condition which Darier describes as 
miliary lupoid is a tuberculid. One finds frequently in the literature a report of 
a case described as an instance of Boeck’s sarcoid in which the histologic picture 
is not characteristic of this condition. Of course, there are some cases that are 
difficult to place, since one finds in the various manifestations of tuberculosis of 
the skin all stages between the most acute banal reactions and pure epithelioid 
cell tubercles lying between more or less normal bundles of connective tissue, 
which is the characteristic picture of the sarcoid formations. 

It is well known that these variable reactions depend for the most part on the 
number of bacteria present and the degree of immunity and allergy possessed by 
the host. If the number of organisms is small enough, even though there may 
be a considerable degree of allergy, the reaction tends to be of the pure epithelioid 
type. It has also been frequently brought out that a sarcoid reaction can be 
produced by other diseases, partieularly syphilis and leprosy; but I have lately 
looked over many cases of cutaneous syphilis and have never found this type of 
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reaction so excellently exemplified as it is in tuberculosis. It seems to me that 
the issue would be very much less confused if the characteristic histologic picture 
would be more strictly adhered to and the name sarcoid reserved entirely for the 
lesions of tuberculous origin. When such a histologic picture is produced by 
syphilis, leprosy, foreign bodies, etc., the condition may be referred to as syphilis 
or leprosy, etc., with a sarcoid reaction, but not as sarcoid. 

Dr. D. L. SATENsTEIN, New York: It was rather interesting to listen to a 
discussion of this type because one hears these statements: “It is tuberculosis but 
all findings are negative.” “We get no reactions.” “We cannot demonstrate any 
organisms.” “Inoculations of animals give negative results.” ‘We have no proof, 
but it is tuberculosis, take it or leave it.” I think that every one is uncertain as 
to the true nature of tuberculosis. When Jadassohn was in New York a few 
years ago that was his stand. The same thing applies to the two types of sarcoid. 
One sees a cutaneous reaction of the type usually seen in cases of so-called sarcoid, 
I have never seen organisms in any of this tissue. I have never heard of positive 
reactions being obtained on inoculation of animals in a case of true sarcoid. 

Dr. Frep WisE, New York: Lombholt, of Copenhagen, recently reported very 
good therapeutic results in cases of sarcoid in which injections of chaulmoogra oil 
were used. He believes that some cases of sarcoid in which the condition was 
hitherto regarded as tuberculous it was in reality leprous. 

Dr. RuBEN NoMLANpD, Chicago: I do not know what proof is required to 
show that sarcoid is tuberculous or nontuberculous. Certainly if the proof must 
be the finding of the organism microscopically or a positive reaction on inoculation 
of animals one could never prove it. My only reason for thinking it tuberculous 
is that in six or eight patients with disorders that I think are closely related to 
sarcoid I have obtained an intense focal reaction in the lesion following the injec- 
tion of old tuberculin. 

Dr. Epwarp R. Maroney, New York: Dr. Ketron asked about the use of 
the term sarcoid. It is possible that the term should be discarded entirely, and 
that if one finds tuberculosis one should call it tuberculosis of the hypoderm, as 
Wende did, or stick to Bazin’s disease, erythema induratum, etc. But the name 
certainly does fit a certain group of cases in which the lesions are more or less 
alike, and it has definite use. 

Dr. Satenstein questioned the possibility of sarcoid being tuberculosis. If one 
considers that Bazin’s disease is a sarcoid, it certainly has been proved to be 
tuberculosis many times. In Wende’s case tubercle bacilli were found. They 
have never been found in other cases of sarcoid, but that does not mean that they 
may not produce the histologic picture of tuberculosis and not be found in the 
advanced stage. They have been destroyed in the meantime. When a definite 
histologic picture is obtained and one finds caseation, I do not know what to call 
the condition unless I call. it tuberculosis. Of course, it is understood that there 
are other types of sarcoid that are due to other toxins or organisms, and they 
have some of the characteristics but lack the tubercle element. 

I wish to stress the fact that trauma is an etiologic factor in many of these 
cases. It was present in both of our cases and has been present in many cases 
reported before. 

Dr. Timothy J. Riordan gave valuable assistance in the interpretation of the 
histologic sections made in our cases. 








PREVENTION OF DERMATITIS VENENATA 
DUE TO POISON IVY IN CHILDREN 


MATTHEW MOLITCH, ‘M.D. 
AND 
SAMUEL POLIAKOFF, B.Sc. 


JAMESBURG, N. J. 


Every summer for the past several years, during the residence of 
one of us (M. M.) at the New Jersey State Home for Boys, a large 
group of the boys has contracted dermatitis venenata after contact with 
poison ivy (Rhus toxicodendron). Because of the abundance of the 
plant and the controlled environment, we thought it ideal to make a 
practical test of the efficacy of poison ivy extract for purposes of 
immunization. The product used was an alcoholic extract (1:50) of 
the poison ivy plant made according to the method of Spain and Cooke.’ 


PATCH TESTS 


In order to select a group of subjects for study, patch tests were performed 
on, and histories were obtained from, 292 white boys, almost all of whom were 
between 12 and 16 years of age. Fourteen were between 8 and 11, and sixteen 
were between 17 and 18. One hundred boys were tested on one arm with a piece 
of poison ivy leaf and on the other arm with a piece of muslin which had previ- 
ously been moistened with the extract in a dilution of 1: 100. In every instance 
in which a negative or a positive reaction resulted, similar results were obtained 
on the two arms. In the remaining cases only the extract in a dilution of 1: 100 
was used on one arm. The patch test consisted of applying a piece of the moistened 
muslin, a few millimeters in diameter, to the skin and then covering it with a 
piece of colorless cellophane about % inch (1.27 cm.) in diameter. The whole 
was then held in place with a piece of adhesive plaster. About forty boys were 
tested with the extract in dilutions of 1:500 and 1: 1,000, with negative results, 
which stimulated us to use a stronger dilution. A reaction was considered positive 
when it consisted of vesiculation, erythema and local itching. The maximum reac- 


tion appeared about forty-eight hours after the application of the patch. 


From the New Jersey State Home for Boys and the Medical School, Uni- 
versity of Pennsylvania. 

The poison ivy extract used was furnished by Mr. Edward D. Perry, of 
E. R. Squibb and Sons. 

1, Spain, W. C., and Cooke, R. A.: Studies in Specific Hypersensitiveness : 
XXVII. Dermatitis Venenata; Observation upon the Use of a Modified Extract 
from Toxicodendron Radicons (L), J. Immunol. 13:93 (Feb.) 1927. 
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It was found that 22.9 per cent of the boys had a positive reaction, 
which is a much smaller percentage than that (65 per cent) found by 
Spain * or others.* It is interesting to note that of those with a history 
of previous attacks of ivy poisoning, 59 per cent gave a positive reac- 
tion to the patch test, while about 23 per cent gave a mild reaction. 
Of those who did not have a history of previous attacks, only 7.3 per 
cent gave a positive reaction, while about 10 per cent gave a mild 
reaction. It then appears from our data that a history of previous 
attacks is verified in most cases by a positive reaction to a patch test. 


IMMUNIZATION EXPERIMENTS 


Of the sixty-seven boys who had positive reactions, forty were selected for 
immunization. They were selected only because they would most likely stay in 
the institution during the poison ivy season. Of these forty, all but nine received 
weekly subcutaneous injections of the extract for twenty weeks, and only two 
received less than ten injections. Of the remaining twenty-seven boys who did 
not receive injections of the extract but who had positive reactions to the patch 
tests, thirteen were paroled to their homes, and only fourteen remained throughout 
the summer. Of the latter, ivy poisoning developed in nine, eight of whom gave 
a history of previous attacks. 


An analysis of the cases in which immunization was carried out 
showed that not one of the subjects had ivy poisoning during the period 
of treatment. We therefore considered the prophylactic treatment suc- 
cessful, and our findings do not bear out the contentions of Krause and 
Weidman * and Templeton ° that injection is ineffectual for preventive 
purposes. The dosage used was that recommended by Spain and Cooke, 
and the injections were given at intervals of a week. The first dose 
was 1 cc. of the extract in a dilution of 1: 10,000; the second, 1 cc. 
in a dilution of 1:5,000; the third, 1 cc. in a dilution of 1: 2,000, and 
the fourth, 1 cc. in a dilution of 1:1,000. The remaining doses con- 
sisted of 1 cc. of extract in a dilution of 1:500. Instead of giving ten 
doses, as recommended by the manufacturer, we followed the technic of 
Spain and Cooke * and gave the injections throughout the entire season, 


2. Spain, W. C.: Studies in Specific Hypersensitiveness: VI. Dermatitis 
Venenata, J. Immunol. 7:179, 1922. 

3. Straus, H. W.: Artificial Sensitization of Infants to Poison Ivy, J. Allergy 
11:137 (March) 1931. 

4. Krause, G. L., and Weidman, F.: Ivy Poisoning: Preventive Treatment, 
with Especial Reference to the Element of Individual Susceptibility, J. A. M. A. 
84:1996 (July 27) 1925. 

5. Templeton, H. J.: Untoward Reactions Following Toxin Treatment for 
Dermatitis Venenata, Arch. Dermat. & Syph. 20:83 (July) 1929. 
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from the first appearance of the poison ivy leaves to the first frost, 
a period of about five months. No local or systemic reactions were 
noted in any case. Some of the boys complained of a slight itching about 
the site of the injection for a few hours after the treatment. None of 
the children were scarred, but in a few a purplish discoloration devel- 
oped; so in girls it might be best to make the injection in unexposed 
areas. We had no difficulty in getting cooperation, as no pain resulted 
from the injection. 

During the past season fifty-three boys who were not given injec- 
tions of the extract contracted ivy poisoning. Ten of these had shown 
a positive reaction to the patch test and were selected as subjects for 
immunization but ivy poisoning developed before the treatment was 
started. Quite a few who gave negative reactions to the test but had 
a history of previous attacks contracted ivy poisoning. 

It has been claimed that it is possible to develop sensitivity in an 
otherwise insensitive person. Twenty boys who did not have a history 
of previous attacks were given patch tests with the extract in a dilution 
of 1: 100 after the top layer of the epidermis was scraped off. The 
reactions were all negative except 1, and none of the twenty boys con- 
tracted ivy poisoning during the season. Because of the success in 
the cases in which extract was given, we selected six boys who had 
given positive reactions to the patch test and had received injections of 
the extract and six boys who had had similar reactions but had not been 
given injections and exposed them to poison ivy. A large handful of 
poison ivy leaves was placed in the hands of each boy and allowed to 
remain there for about thirty seconds. The boys were warned not 
to touch their faces, but on bathing that night this advice was not fol- 
lowed. Within three days five of each group were hospitalized because 
of an acute dermatitis venenata. The two who were not affected were 
the only ones of the group who did not give a history of previous attacks. 
This procedure might be criticized as being too severe a test, as it is 
more than an ordinary exposure and could almost be considered a patch 
test. No new patch tests were made after the immunization was com- 
pleted, as the reactions are usually still positive. The immunization 
lasts for the period during which the injections are given and rarely 
for more than a year. 

SUMMARY 

Patch tests were done on 292 boys with poison ivy extract in a 
dilution of 1: 100, with an incidence of 22.9 per cent positive reactions. 
A majority of the boys with positive reactions also gave a history of 
previous attacks. Forty boys with positive reactions to the patch tests 
were given injections of poison ivy extract during the entire season 
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and not one had dermatitis venenata during the course of treatment. 
Fifty-three children who were not treated contracted ivy poisoning. 


CONCLUSION 
It is recommended that all children with a history of previous 
attacks of ivy poisoning be given injections of poison ivy extract during 
the period of exposure to the plant. 
Tables summarizing the results of this study are included in the authors’ reprints, 








Minor Notes 


WHY NEGLECT THE SCALP? 
Joun Butter, M.D., MINNEAPOLIS 


The importance of treating coexisting seborrhea of the scalp in the local 
treatment of acne rosacea or seborrheic dermatitis of the glabrous skin is, I 
believe, underestimated. I can find no mention of a conjoint therapy of the scalp 
and skin for these diseases in the textbooks on dermatology. It is generally 
agreed that seborrheic dermatitis is primarily a disease of the scalp and that 
it may remain localized there or may spread to the seborrheic areas or to other 
parts of the glabrous skin. -For a long time I have been under the impression 
that a seborrheic dermatitis of the postauricular region or the face cleared up in 
a shorter time, with less tendency to recurrences, when the scalp was properly 
cared for. 

The dermatologist frequently sees a girl or boy at the age of puberty with 
beginning acne, the comedones first appearing on the border of the scalp at the 
forehead with a gradual extension downward to the seborrheic areas of the face, 
back and chest. In older boys and girls and in adults seborrhoea oleosa or 
seborrhoea sicca is often present. When these patients are questioned closely, 
many of them will say that there is often an alternating oily and scaly condition 
of the scalp, the acne being aggravated when the scalp is oily. 

During the past fifteen years I have made it a practice to treat the scalp in 
every case of acne whether there was present seborrhoea oleosa, seborrhoea sicca 
or pityriasis capitis or, for that matter, a normal-appearing scalp. I believe that 
this associated treatment of the scalp is very helpful in curing and controlling 
acne in many cases. 

As seborrhea of the scalp is often a forerunner or an attendant complication 
of rosacea, it would seem obvious that the scalp should not be neglected in its 
treatment. 

In the treatment of the seborrheic scalp, the shampoo is important. Merely 
telling the patient to shampoo the scalp every so often means little or nothing, 
and the shampoo that many patients take amounts, so to speak, to “pouring 
water on a duck’s back.” The choice of soap, water and the method of shampoo- 
ing is of the utmost importance. The best soap for a shampoo, in my opinion, is 
tincture of green soap. There are many kinds of green soap in the market. 
Many are poor, some are harmful and a few are good. For the past twenty 
years I have prescribed the tincture of a green soap which is composed of 
chemically pure potassium hydroXide and pure Malaga olive oil, which, in my 
opinion, has the following recommendations: It is pure and nonirritating, lathers 
well, does not contain an excess of potassium hydroxide and does not leave the 
hair harsh, dry and rebellious ; for the last reason women like this soap. No doubt 
there are other good green soaps in the market, but one should be sure about the 
pureness of the soap used. 

The water used for the shampoo should be soft or softened. Rain water or 
snow water is ideal. 

The shampooing of the scalp should be thorough and vigorous and should 
occupy at least ten minutes. 
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If medication of the scalp is indicated, one should not prescribe ointments 
unless absolutely necessary, especially to women. A lotion consisting of salicylic 
acid 3.5 Gm., oil of turpentine 1 cc. and 70 per cent alcohol 240 cc. or some of 
the preparations containing resorcinol mono-acetate may be applied to the scalp 
at bedtime. When one is treating a woman’s scalp these lotions should be applied 
with a medicine dropper, as the scalp and not the hair is being treated. If the 
scalp is dry, massage may be used; if oily, massage is contraindicated. 





A GOOD DRESSING FOR WOUNDS PRODUCED BY 
ELECTROCOAGULATION 


Lester Hoitvanper, M.D., PitrspurcH 


The application of equal parts of Peru balsam and castor oil is very efficacious 
in dressing wounds produced by electrocoagulation therapy for warts, nevi, senile 
keratoses and epitheliomas. When extensive therapy has to be carried out, this 
dressing is especially valuable for the following reasons: It keeps the wound 
clean and minimizes offensive odors. The dressing is easily removable, and thus 
there is no interference with the healing process. Granulation and increased epi- 
thelization are promoted. 

The dressing is applied as follows: Saturate several layers of gauze with the 
mixture and apply them over the treated area; cover them with several layers 
of dry gauze, and keep the dressing in place with adhesive tape. Change it every 
second day. 


631 Jenkins Building. 


From the Pittsburgh Skin and Cancer Foundation. 





PEMPHIGUS IN BROTHERS 
SAMUEL FELDMAN, M.D., NEw York 


It may be of interest to note the occurrence of pemphigus in two members 
of a family. Dr. Carmiol, a practicing physician of the Bronx, died about six- 
teen years ago of pemphigus. About ten years later I was called on to treat 
his younger brother for the same disease. He had an acute form, and death 
occurred within three months of the onset of the illness. 





News and Comment 


PLANS DEVELOPED BY THE NINTH INTERNATIONAL 
CONGRESS OF DERMATOLOGY AND SYPHILOLOGY 


According to the announcement received from the office of the Ninth Inter- 
national Dermatological Congress, held in Budapest, Hungary, the organizing 
committee of the congress plans to publish, in cooperation with the Hungarian 
Society for Promoting the Publication of Medical Books, an atlas entitled “Corpus 
iconum morborum cutaneorum” as a souvenir and to popularize the principles of 
terminology and classification proposed by the Ninth International Congress of 
Dermatology and Syphilology. The atlas will contain illustrations of from three 
hundred to four hundred cases reported from all over the world. 

The organizing committeé requests from all dermatologists, whether members of 
the congress or not, contributions of characteristic photographs, supplemented if 
possible by corresponding photomicrographs, and concise descriptions of suitable 
material, especially of examples of the following: rare racial, dysgenetic, degenera- 
tive, locally endemic, tropical, parasitic, toxic, allergic and borderline diseases, 
diseases due to occupation and rare tumors. The descriptions should contain 
information as to the sex, age, race, heredity, family state and occupation of the 
patient, laboratory data, an account of the treatment and other details. 

There will be no charge for publishing. Several reports of cases may be sub- 
mitted by one contributor, and the president of the congress will select the reports 
to be published. 

The text will be translated into and published only in Latin. The illustrations 
will be on special paper, in black or colored autotype or in heliotype. 

The reports of the cases will be published under the author’s name. Once 
published, they become public property and may be quoted and reproduced by any 
one conforming to the rules of scientific literature. 

Each author is responsible for the right to publish and for the correctness of 
the data in his contributions. The dermatologic clinic of Pazmany University will 
retain the published documents for several years. To insure the publication in 
1936 of the atlas, which will take several months to prepare, all contributors are 
earnestly requested to send in their names and the reports of their cases without 
delay. 

The regular members of the Ninth International Congress of Dermatology and 
Syphilology and those of the Hungarian Society for Promoting the Publication of 
Medical Books will each receive one copy free. Owing to the high cost of 
publication, there will probably be few copies for sale. 

The organizing committee hopes that this will be the first of a series of atlases 
to be continued by future international dermatologic congresses. Each atlas shall 
serve as a standard of its time for the definitions, types, terms and classifications 
used in the respective congress. 

The address of the president, Prof. Louis Nékam, is Budapest, Hungary, VIII 
Maria-u. 41. 

At the Ninth International Congress of Dermatology and Syphilology it was 
also decided to institute an interclinical center for the exchange of dermatologic 
material used in teaching. The dermatologic clinic of the University of Budapest 
has agreed to act for the next five years as an intermediary center to effect a 
gratuitous exchange between participants of photographs, preparations, new instru- 
ments, drawings, cultures and other material. All institutions are invited to 
participate. 





Obituaries 


JEFFREY C. MICHAEL, M.D. 
1888—1936 


Jeffrey C. Michael, one of the prominent dermatologists of the United 
States, died suddenly on Jan. 21, 1936. He was born on April 26, 1888, 
in New Orleans. After a year’s premedical study in Tulane University, 
he matriculated in the medical department of the university, receiving 
the degree of Doctor of Medicine in 1909. From 1910 to 1912 he 
served as intern in the Touro Infirmary in his native city. 

After serving his internship, he practiced in Houston, Texas, until 
1919, when he joined the staff of the department of dermatology at the 
Vanderbilt Clinic, College of Physicians and Surgeons, where he remained 
for two years. During the latter part of this period he was an associate 
in the private office of the late Dr. Walter J. Highman. He established 
himself in the practice of dermatology in Houston after serving his 
apprenticeship at the Vanderbilt Clinic and was soon accepted as an 
expert in his chosen field. It was not long before his skill and ability 
were recognized throughout the country. He was appointed chief of the 
section on dermatology and syphilis at the Baptist Hospital, the Her- 
mann Hospital and the Jefferson Davis Hospital in Houston. He acted 
as secretary of the Harris County Medical Society in 1926 and as its 
vice president in 1927. He was a director of the Houston Recreation 
and Community Service. From July 1917 to July 1919, he served in the 
United States Army. 

Michael became a member of the American Dermatological Associa- 
tion in 1926 and of the Section of Dermatology and Syphilology of the 
American Medical Association in 1912. He was a frequent participant 
at the meetings of each of these organizations. He was chairman of the 
Section of Dermatology and Syphilology of the American Medical Asso- 
ciation in 1934-1935. At the Annual Session in 1935 he presented as 
his address an exceptionally interesting paper on the treatment of acne 
vulgaris. He was elected to membership in the American Society of 
Tropical Medicine in 1922. 

Accompanied by his wife and daughter, Michael attended the Der- 
matological Congress in Budapest last fall. On leaving Hungary, he 
and his family toured through Central Europe, France and Great 
Britain. 
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His numerous publications were uniformly good and always inter- 
esting. Among these were his work on “Dermatoscopy,” “Critical Inves- 
tigation of the Relation of the End-Products of Protein Metabolism to 
Fcezema and Kindred Disorders,” “The Behavior of Injected Uric Acid 
in Patients with Eczema,’ “Blood Lipids in Xanthoma” and _ the 
“Etiology of Granuloma Annulare with Reference to Tuberculous 
Therapy.” 


JEFFREY C. MICHAEL 
1888-1936 


Michael had a retentive memory, and when he talked about diseases 
of the skin he made the familiar facts glow with interest. He was an 
avid reader, not of medical literature alene but also of that on other 
serious subjects. He seemed to be especially interested in sociology. 
He had a keen mind and a natural bent for the scientific and investi- 
gative aspects of dermatology; he could think quickly and clearly and 


had a happy knack of expressing his views and opinions in a sober, 
earnest and conservative fashion. 
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One could not associate with Michael long without being impressed 
with his ability in dermatology, with the excellence of his technical 
training and with his knowledge of histopathology and biochemistry 
and of the literature of dermatology, both in English and in foreign 
languages. He had a strong scientific bent, and his dominant interest 
was in the scientific side of dermatology, but he was a clinician of the 
first grade; he had a very extensive practice, and he held an outstand- 
ing position among American dermatologists who are now in the stage 
of their greatest usefulness. He had the human attributes. Possessed 
of an attractive presence and personality, he was friendly, generous, 
humorous, lively and agreeable. He was easy to know but was quiet 
and unassertive. He occupied a niche of his own, and he is sadly 
missed. 





Abstracts from Current Literature 


Epitep By Dr. HeErBert RATTNER 


CLINICAL AND ANATOMIC Stupy oF AvITAMINOSIS A AMONG THE CHINESE. LEWIS 
K. Sweet and H. J. K’anc, Am. J. Dis. Child. 50:699 (Sept.) 1935. 


According to the authors, dryness and scaliness of the skin in avitaminosis A 
have been described by many authors, but Frazier and Hu were the first to asso- 
ciate a peculiar papular lesion with this disease. Loewenthal (Arch. Dermat. & 
Syph. 28:700 [Nov.] 1933) recently observed 130 cases of this peculiar dermatosis 
among prisoners in Africa who presumably had received deficient diets. Micro- 
scopically the lesions consisted of small or large papules arising from the pilo- 
sebaceous follicles. The openings of these follicles were plugged by masses 
of cornified epithelium. The adjacent epidermis showed marked hyperplasia, and 
the interpapillary processes were greatly enlarged. The cutis vera around these 
follicles showed a chronic inflammatory reaction. There was also marked atrophy 
of the sebaceous and sweat glands. 

In the authors’ series the cutaneous lesions were striking. They consisted of 
many large or small more or less horny papules in the pilosebaceous follicles. 
Microscopically these follicles were found to be markedly distended with con- 
centric layers of keratinized epithelium. The sebaceous glands were extremely 
atrophic, and in many areas they seemed to have disappeared completely. The 
sweat glands were few and also showed marked atrophy. The epidermis around 
the pilosebaceous follicles was thick and hyperplastic. There was also considerable 
chronic inflammatory reaction in the true cutis, especially around the papular 
lesions. 

The most frequent dermatologic finding was dryness of the skin. Numerous 
comedones of the skin of the face have been observed frequently. These disap gor 
spontaneously when proper treatment is instituted. Much less frequently vite 
are atrophic cutaneous ulcers which heal promptly under dietetic therapy bu’ “e 
extremely persistent under all other forms of treatment. 

The hair and nails are involved in a few late cases. The hair becomes dry, 
coarse and brittle and frequently falls out. The nails in a few cases are found 
to be transversely or longitudinally furrowed, lusterless and evidently abnormal. 
These conditions are said to improve remarkably under specific treatment with 
vitamin A. 


CONGENITAL LYMPHANGIECTASIS (LYMPHEDEMA). Paut B. MAson and Epcar V. 
ALLEN, Am. J. Dis. Child. 50:945 (Oct.) 1935. 


Mason and Allen point out that the term elephantiasis has led to considerable 
confusion and that the term Milroy’s disease should be reserved for lymphedema 
which is both congenital and familial. The clinical characteristics of congenitat 
lymphedema are the presence at birth of a diffuse swelling involving a part or all 
of a single extremity, the disproportionate increase in the size of the involved 
extremity as contrasted with the size of the uninvolved companion member, the 
absence of pain, ulcers and recurrent attacks of infection, and the otherwise good 
health of the persons affected. 

Five cases of congenital lymphedema are reported, and both the gross and 
microscopic observations on the tissues are given. Mason and Allen believe that 
the histologic appearance of tissue in cases of this condition is entirely characteristic 
and need not be confused with that of tissue affected by other types of lymphedema. 
The macroscopic and microscopic appearances were characterized by the replace- 
ment of normal subcutaneous fat with fibrous tissue and with enlarged lymphatic: 
vessels, chiefly in the region of the deep fascia. 
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and of the literature of dermatology, both in English and in foreign 
languages. He had a strong scientific bent, and his dominant interest 
was in the scientific side of dermatology, but he was a clinician of the 
first grade; he had a very extensive practice, and he held an outstand- 
ing position among American dermatologists who are now in the stage 
of their greatest usefulness. He had the human attributes. Possessed 
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CLINICAL AND ANATOMIC Stupy oF AvITAMINOSIS A AMONG THE CHINESE. LEWIS 
K. Sweet and H. J. K’anc, Am. J. Dis. Child. 50:699 (Sept.) 1935. 


According to the authors, dryness and scaliness of the skin in avitaminosis A 
have been described by many authors, but Frazier and Hu were the first to asso- 
ciate a peculiar papular lesion with this disease. Loewenthal (Arch. Dermat. & 
Syph. 28:700 [Nov.] 1933) recently observed 130 cases of this peculiar dermatosis 
among prisoners in Africa who presumably had received deficient diets. Micro- 
scopically the lesions consisted of small or large papules arising from the pilo- 
sebaceous follicles. The openings of these follicles were plugged by masses 
of cornified epithelium. The adjacent epidermis showed marked hyperplasia, and 
the interpapillary processes were greatly enlarged. The cutis vera around these 
follicles showed a chronic inflammatory reaction. There was also marked atrophy 
of the sebaceous and sweat glands. 

In the authors’ series the cutaneous lesions were striking. They consisted of 
many large or small more or less horny papules in the pilosebaceous follicles. 
Microscopically these follicles were found to be markedly distended with con- 
centric layers of keratinized epithelium. The sebaceous glands were extremely 
atrophic, and in many areas they seemed to have disappeared completely. The 
sweat glands were few and also showed marked atrophy. The epidermis around 
the pilosebaceous follicles was thick and hyperplastic. There was also considerable 
chronic inflammatory reaction in the true cutis, especially around the papular 
lesions. 

The most frequent dermatologic finding was dryness of the skin. Numeggus 
comedones of the skin of the face have been observed frequently. These disa 
spontaneously when proper treatment is instituted. Much less frequently 
are atrophic cutaneous ulcers which heal promptly under dietetic therapy b 
extremely persistent under all other forms of treatment. 

The hair and nails are involved in a few late cases. The hair becomes dry, 
coarse and brittle and frequently falls out. The nails in a few cases are found 
to be transversely or longitudinally furrowed, lusterless and evidently abnormal. 
These conditions are said to improve remarkably under specific treatment with 
vitamin A. 







































CONGENITAL LYMPHANGIECTASIS (LYMPHEDEMA). PAut B. MAson and Epcar V. 
ALLEN, Am. J. Dis. Child. 50:945 (Oct.) 1935. 


Mason and Allen point out that the term elephantiasis has led to considerable 
confusion and that the term Milroy’s disease should be reserved for lymphedema 
which is both congenital and familial. The clinical characteristics of congenitat 
lymphedema are the presence at birth of a diffuse swelling involving a part or all 
of a single extremity, the disproportionate increase in the size of the involved 
extremity as contrasted with the size of the uninvolved companion member, the 
absence of pain, ulcers and recurrent attacks of infection, and the otherwise good 
health of the persons affected. 

Five cases of congenital lymphedema are reported, and both the gross and 
microscopic observations on the tissues are given. Mason and Allen believe that 
the histologic appearance of tissue in cases of this condition is entirely characteristic 
and need not be confused with that of tissue affected by other types of lymphedema. 
The macroscopic and microscopic appearances were characterized by the replace- 
ment of normal subcutaneous fat with fibrous tissue and with enlarged lymphatic: 
vessels, chiefly in the region of the deep fascia. 
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TusBeErous SCLEROSIS IN THE INFANT. JosEPH H. GLosus and HerMan Se tnsxy. 
Am. J. Dis. Child. 50:954 (Oct.) 1935. 


The authors mention the triad of characteristic symptoms, convulsive seizures, 
retarded or arrested mental development and the presence of adenoma sebaceum. 
In some cases, particularly in infants, one or more of the classic features are lack- 
ing. They report two cases in which convulsive seizures were the only clinical 
manifestation. The histologic observations on the brain tissue are given in detail. 
and the reported cases of tuberous sclerosis in infants are briefly reviewed. 


Netson Paut ANnpeRSON, Los Angeles. 


> 


CuHokep Disc IN SYPHILIS OF THE Nervous System. B. J. Avpers and J. C. 
YaskiIn, Am. J. M. Sc. 190:333 (Sept.) 1935. 


In their analysis of symptoms and signs associated with choked disk in cases 
of syphilis of the nervous system, Alpers and Yaskin found a severe, constant, 
nonthrobbing headache, chiefly in the frontal area but often radiating to the 
temporal or even to the occipital area. Dimness of vision was present in all their 
cases and made its appearance early in the disease. Progressive loss of hearing 
was a pronounced symptom in three of their five cases. 

Choked disk was a constant sign, but there was nothing to indicate any difference 
from the type seen in cases of increased intracranial pressure due to tumor. 

The pupils were normal in all their cases. 

Wassermann tests of the blood and spinal fluid were positive in four of the 
five cases, and the cell count of the spinal fluid was likewise increased. In one 
case the spinal fluid showed a colloidal gold curve of the first zone type; in the 
other cases the curves were merely abnormal. 

In their discussion Alpers and Yaskin consider the underlying lesion to be 
probably a basilar meningitis. 

Five cases are reported in detail. 


GRA: AN ANALYSIS OF CASES ADMITTED TO THE PENNSYLVANIA HOsPITAL 
INcE 1932. T. C. GArrett, Am. J. M. Sc. 190:525 (Oct.) 1935. 


arrett briefly reviews the general symptomatology of pellagra and comments 
Onthe etiologic possibilities. In his opinion endemic pellagra is a disease due to 
poverty and the cases constitute about 98 per cent of all cases of pellagra; in the 
remaining 2 per cent the disease is sporadic and due to “dietary idiosyncrasies and 
eccentricities, food fads, obsessions, alcoholism and diseases of the gastro-intestinal 
tract.” 

Garrett refers to the work in which Underhill showed that vitamin G added to 
the diet was more prophylactic than curative. He also believes that there is much 
less hope for cure after structural changes have developed. 

The histories of ten cases of pellagra are given in detail; in four of the cases 
pellagra was superimposed on alcoholism with a simultaneous reduction of proper 
food. In one case the disease was secondary to a rectal stricture due to lympho- 
granuloma inguinale; in five cases it was caused by prolonged restriction of food 
due to poverty. 

Garrett believes that in northern districts physicians must become more 
“pellagra-conscious” and by the eliciting of careful, detailed histories be more 
able to diagnose pellagra, which so frequently does not present a characteristic 


picture. Jamieson, Detroit. 


Herpes Zoster Oticus. Hitt Hastines, Ann. Otol., Rhin. & Laryng. 44:899 
(Sept.) 1935. 


Hastings reports two cases of herpes zoster oticus, i. e., Hunt syndrome. 
Cases of this condition are extremely rare. The early symptoms simulate those of 
an acute infection of the middle ear, pain, bloody serum, dizziness and, in one 
case, facial paralysis being present. Whole or ruptured vesicles are seen within 
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the ear, and in a day or two groups of vesicles develop on the skin. In both 
cases involvement was of the ganglion of the fifth nerve, and in one case the 
eeniculate ganglion of the seventh nerve was also affected. The author is of the 
opinion that cases probably occur more often than one would suspect from 
the meager number of reports in the literature and that because few patients are seen 
with vesicles erroneous diagnoses are apt to be made. Rattner, Chicago. 


URTICARIA DUE TO SENSITIVITY TO CoLD: SURVEY OF THE LITERATURE AND REPORT 
oF A CASE, WITH EXPERIMENTAL OpsserRvATIONS. H. D. Levine, Arch. Int. 
Med. 56:498 (Sept.) 1935. 


In reporting the case of this patient, a woman, Levine considers in detail the 
literature dealing with dermal reactions produced by exposure to cold. He also 
discusses this phenomenon from the angle of an immunologic hypothesis and a 
humoral hypothesis. 

While local urticaria developed after exposure to cold, the entire cutaneous 
surface was sensitive as well as the buccal, pharyngeal and nasal mucosa. Passive 
transfer tests were negative: The etiology was not determined. 


TREATMENT OF CARDIOVASCULAR SypuHiLis: 1. A Strupy oF THE DURATION OF 
Lire IN E1gHty TREATED AND UNTREATED PATIENTS WITH AorTIC ANEURYSM 
AND AorTIC REGURGITATION. FE. K. Stratton, Arch. Int. Med. 56:773 (Oct.) 
1935. 


Stratton has divided his patients into four groups, according to the amount of 
treatment they received, the period of treatment varying from one month in group 1 
to over a year in group 4. 

Practically all the patients had complained of some type and degree of cardiac 
failure before the institution of antisyphilitic treatment. 

Most of the patients were in the fifth and sixth decades of life, and the greatest 
relief from symptoms obtained by treatment appeared to be in those who had pre- 
viously received the most treatment. The same proportions seem to hold good 
regarding prolongation of life. Jamieson, Detroit. 


SYPHILIS OF THE MITRAL VALVE AND MEMBRANOUS INTERVENTRICULAR SEPTUM 
OF THE Heart. S. S. BLacKMAN Jr., Bull. Johns Hopkins Hosp. 57:111 
(Sept.) 1935. 


Two examples of syphilis of the mitral valve and membranous interventricular 
septum are described, occurring together with aortic insufficiency and typical 
syphilitic lesions of the aortic valve and aorta. 


NeEtson Paut ANDERSON, Los Angeles. 


RELATIONSHIP OF THE HypopHysiIs TO HAIR GROWTH IN THE ALBINO Rat. JAMES 
S. Snow and R. W. Wuiteneap, Endocrinology 19:88 (Jan.-Feb.) 1935. 


Changes in the growth and distribution of hair have long been known to be 
associated with endocrine disturbances, but no previous quantitative studies have 
been made regarding the relationship of the hypophysis to growth of hair. Twenty- 
one rats were hypophysectomized ; nine of these rats were then given daily injections 
of pituitary growth hormone prepared by the method of Van Dyke and Wallen- 
Lawrence: (J. Pharmacol. & Exper. Therap. 40:413, 1930). 

A slowing of the rate of growth of hair was observed in the hypophysectomized 
animals; injections of the aforementioned hormone restored the rate to normal. 
Similar results were observed in measurements of the size of roots and shafts and 
of the weight of the hair. A thinning of the dermis in the hypophysectomized rats 
seemed to be due to a decrease in the size and amount of collagenous fibers. Injection 
of the hormone brought about an increase in this tissue which toward the end of 
the course of injections resulted in increased folds of the skin due to hypertrophy. 
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The authors conclude that the pituitary gland exerts a decided influence on the 
growth of hair in the albino rat. They express the belief that this is a specific effect 
because the weight of the hair showed a relatively greater increase than the general 
body weight. They warn against general clinical application of their observations, 
particularly as regards seborrheic alopecia, but they suggest that pituitary therapy 
may be indicated in cases of alopecia areata or totalis accompanied by other evidence 
of endocrine disturbance. 


A Stupy oF THE EFFEcTs OF INTERMEDIN AND INJURY OF THE HYPOPHYSIS oN 
TRAUMATIC CoRIAL MELANOPHORES IN GOLDFISHES. G. M. Situ, H. S. Burr 
and R. S. Fercuson, Endocrinology 19:409 (July-Aug.) 1935. 


According to the authors, Zondek was able to prepare a pituitary extract from 
the pars intermedia (intermedin) which produced expansion of the cutaneous mel- 
anophores in Phoxinus laevis. Ferguson demonstrated this substance in the blood 
and tissues of patients with melanotic and other tumors, and it was then thought 
that this hormone acted on the peripheral nevus cell rather than on the corial 
melanophore. 

The authors attempted to determine the action of intermedin on the corial 
melanophores which developed at the site of trauma in the goldfish. No effect was 
noted in twenty-six instances. Trauma to seventeen hypophysectomized goldfishes 
produced the same effect as on normal fishes. Smith, Burr and Ferguson con- 
clude that this localized wound pigmentation is the result of temporary activity of 
pigment-producing cells linked locally with the growth of blood capillaries and 
that the hypophyseal mechanism has no significant relationship to the cycle of 
pigmentation and depigmentation resulting from trauma to goldfish. 


Lyncu, St. Paul. 


THE Use oF UNSATURATED Fatty ACIDS IN THE TREATMENT OF EczEMA (ATOPIC 
DERMATITIS, NEURODERMATITIS). SAMUEL J. TAuB and SAMUEL J. ZAKON, 
J. A. M. A. 105:1675 (Nov. 23) 1935. 


In a series of eight patients with eczema (atopic dermatitis, neurodermatitis), 
linseed oil was given in doses of from % to 1 ounce (15 to 30 cc.) three times 
daily. The results were universally poor. Cysts and boils developed in two of 
the patients. In another patient, not included in the series, there developed 
asthmatic attacks referable to the linseed oil. The authors regard such treatment 
as potentially dangerous and favorable advertising by the distributors of the 
product as entirely unjustified. 


RosacEA INTERPRETED AS A BACTERID FROM Focat INFECTION. HERMANN FEIT, 
EvizaBETH ANN LaszLo and Frank Vero, J. A. M. A. 105:1738 (Nov. 30) 
1935. 


Fifty cases of rosacea were studied from the standpoint of focal infections. 
Definite focal infections were found in 43 cases, or 86 per cent. Cases of dental 
infections constituted the chief group (29 cases), while other findings included 
infections of accessory sinuses (13 cases), of the tonsils (12 cases) and of the nose 
(3 cases), otitis (2 cases), cervical adenitis (2 cases), chronic appendicitis (1 case), 
infected hemorrhoids (1 case), abscess of the knee (1 case) and carbuncle (1 case). 
Sensitization tests carried out with staphylococcus and streptococcus toxins and with 
a colon bacillus vaccine gave a considerable percentage of positive reactions. 
Removal of the foci of infection was followed by cure in 14 cases, by great improve- 
ment in 13, by improvement in 12 and by failure in 1. In 10 cases observation was 
not carried out for a sufficient length of time. For many reasons not all foci could 
be removed. Although it is not considered to be the sole cause for the syndrome, 
the dissemination of bacterial products from a focus of infection was thought to be 
the precipitating factor responsible for the papules and pustules found in rosacea. 


Lewis, New York. 
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\MoNILIA AND TRICHOPHYTON Extracts: THEIR ComBINED Use In EczEMATOUS 
RincworM (DERMATOPHYTOSIS AND DERMATOPHYTIDS). P. S. Kerr, F. 
PASCHER and M. B. Sutzeercer, J. Allergy 5:288 (March) 1934. 


The frequent persistence of dermatophytid-like eruptions in patients in spite of 
desensitization to trichophytin led the authors to study the omnipresent Monilia as 
a possible cause of eczematous changes in the hands and feet. By using oidiomycin 
(prepared from a pathogenic strain of Monilia albicans) and trichophytin (Epiderm- 
ophyton interdigitale) they found that the sensitizations caused by each are appar- 
ently specific for each group. 

A positive reaction to an intradermal injection of oidiomycin was specific 
evidence of previous sensitization by this fungus, but it was not diagnostic for the 
presence of active disease due to Monilia. Repeated intradermal injections of 
gradually increasing doses of oidiomycin produced desensitization to oidiomycin, 
but there was no definite cross-immunization between oidiomycin and trichophytin. 

While in some patients with apparently typical dermatophytosis and dermato- 
phytid the disease was arrested when the patient’s skin was desensitized to tricho- 
phytin, in others the malady persisted in full severity. Patients in the latter group 
were greatly improved by additional desensitization to oidiomycin. 

The authors conclude that combined desensitization to oidiomycin and tricho- 
phytin is the logical therapeutic procedure in persistent cases of eczematous erup- 
tions of the hands and feet due to fungi. Caro Chicago. 


JENNERIAN PROPHYLAXIS BY MEANS OF INTRADERMAL INJECTIONS OF CULTURE 
VaccinE Virus. T. M. Rivers and E. M. Warp, J. Exper. Med. 62:549 
(Oct.) 1935. 


Rivers and Ward inoculated intradermally a number of infants and children, 
using 0.1 cc. of culture virus diluted with sterile saline solution. They state that 
local reaction does not occur until from four to nine days later, at which time a 
small red papule appears which gradually spreads to a size of from 2 to3 cm. A 
secondary zone of erythema then appears and ‘remains for a day or two. The 
entire reaction disappears in three weeks and leaves no scar. 

In unvaccinated persons primary “takes” followed these intradermal inocula- 
tions. In successfully vaccinated persons immune reactions or accelerated “takes” 
resulted. 


TRYPANOCIDAL ACTION OF Two ARSENICALS, K. 324 and K. 352, on INFECTIONS 
IN Mice AND Rassits. W. I. StrRANGEWAys, Ann. Trop. Med. 29:231 (July) 
1935. 

The two aromatic arsenicals di-(8-carboxy-8-amino-ethyl) benzamide-u-thio- 
arsinite and di-glutathionyl-4-acetamino-2-hydroxyphenyl thioarsinite were found 
to be efficient in curing mice infected with Trypanosoma equiperdum, Trypanosoma 
rhodesiense and Trypanosoma brucei. If Trypanosoma gambiense is used for 
inoculation, the peripheral blood can be rendered free for long periods after the use 
of 0.01 mg. per gram of the two arsenicals or of 0.75 mg. per gram of tryparsamide. 

The use of di-(8-carboxy-8-amino-ethyl) benzamide-p-thioarsinite and di-gluta- 
thionyl-4-acetamino-2-hydroxyphenyl thioarsinite in rabbits infected with T. 
rhodesiense was followed rapidly by improvement. 


THe Utcer SyNpROME IN TroprcAL ArricaA. A. A. Forses Brown, J. Trop. 
Med. 38:201 (Aug. 15) 1935. 


In this instalment Brown discusses the rdle of various food essentials—protein, 
calcium, phosphorus, vegetables and vitamins A and D—in the diet as they affect 
the development of ulcers. No definite conclusions are drawn from the food 
analysis, 
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Tue ULcer SYNDROME IN TropicaL Arrica. A. A. Forses Brown, J. Trop. Med. 
38:215 (Sept. 2) 1935. 


In this, the concluding, instalment Brown gives an analysis of rations issued 
to patients in several hospitals. A summary of the previous instalments is also 
given, together with the conclusions drawn from the author’s investigations. 

Brown is of the opinion that these ulcers are related to calcium or parathyroid 
deficiency or perhaps to both, the deficiency in turn being due to diet, as ulcers 
were more commonly found among vegetarians. He states that the most 
important measure for prophylaxis would be to include in the diet meat, eggs, fish 
or fowl and to reduce the amount of vegetable matter. 


INVESTIGATIONS OF THE SEASONAL VARIATIONS OF CANINE LEISHMANIASIS IN 
Rome. F. Marcuesi, F. Crainz and R. Scapaticci, J. Trop. Med. 38:226 
(Dec. 16) 1935. 

In searching for a reservoir for the virus in cases of leishmaniasis, the authors 
examined 861 dogs but found only 18 infected. 
They comment on the epidemiology of canine leishmaniasis and on its importance 
at certain seasons in the development of the disease in human beings. 
Jamieson, Detroit. 


THe MECHANISM OF THE ACTION OF CERTAIN SO-CALLED DESENSITIZING AGENTS 
IN CuTANEOUS DISEASES. L. MASCHKILLEISSON and L. A. ABRAMOWITSCI, 
Dermat. Wchnschr. 100:313 (March 16) 1935. 


In the allergic dermatoses bromides, calcium chloride and sodium thiosulfate 
are often of value as nonspecific desensitizing agents. The authors used the wheal 
test with trypan blue described by Leszcynski to test the action of these and certain 
other salts. The control wheal was made by intracutaneous injection of a 0.02 per 


cent solution of trypan blue. The test wheals were produced with the same solu- 
tion to which was added a 1 per cent solution of sodium bromide, potassium 
bromide, calcium chloride, sodium thiosulfate, sodium chloride and procaine hydro- 
chloride. In each of these test wheals the dye faded more slowly than in the control. 
This is probably due to an influence on the reticulo-endothelium of the skin. 


THE ROLE OF THE CAPILLARY FUNCTION IN DETERMINING THE RESULT OF THE 
Prrguet Reaction. R. SuNKeL, Dermat. Wchnschr. 100:361 (March 30) 
1935. 


An ointment containing acetylcholine was found to cause a local active 
hyperemia. In thirty-two patients with various grades of acrocyanosis this oint- 
ment was rubbed into an area of one arm for five minutes and the ointment base 
was rubbed into the other arm for the same period. An hour later a Pirquet 
test was performed on each arm. Seven patients gave no reaction on either 
arm; one showed an equal reaction on both arms, and the remaining twenty- 
four showed a weaker reaction or no reaction at all on the control area. Sunkel 
concludes that this is evidence that a positive Pirquet reaction is more likely to 
occur in the presence of increased capillary activity. 


BISMUTH IN THE CENTRAL Nervous SystEM. HuAnG CuIn Tsinc, Dermat. 
Wehnschr. 100:367 (March 30) 1935. 


The author injected iodobismitol, a lipoid-soluble bismuth salt in a lecithin- 
containing oil and bismosol (potassium sodium bismuthotartrate) into three series 
of dogs, giving 5 mg. of bismuth per kilogram of body weight. After a series of 
injections the quantity of bismuth in the brain tissue was determined. The brain 
tissue of the animals which received iodobismitol contained nearly three times 
as much bismuth as that of the others. Two dogs received massive doses of 
iodobismitol (25 mg. per kilogram of body weight), and in these animals the 
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amount of bismuth in the brain tissue was low. The author believes that the 
electrical charge of the bismuth ion in iodobismitol makes it more penetrating to 
the nervous system. 


CHANGES IN THE SPINAL FLurp IN Zoster. Dieter ScHUssLer, Dermat. Wchn- 
schr. 100:381 (April 6) 1935. 


In eighteen cases of herpes zoster, lumbar punctures were made and the spinal 
fluid was studied extensively. In most instances the lumbar puncture brought 
considerable relief from pain. The pressure was increased in the majority of 
instances. All the specimens of fluid were subjected to the Pandy, Nonne-Apelt, 
Weichbrodt, Takata-Ara, Schellack and Wassermann tests, and the colloidal gold 
curve and the cell count were determined. In sixteen of the eighteen cases varia- 
tions from normal were noted. 


Dors PsorIASIS OF THE Mucous MEMBRANE Occur? Kurt SCHLOSSER, Dermat. 
Wehnschr. 100:387 (April 6) 1935. 


Schlosser reviews briefly the literature in regard to psoriasis of the mucous 
membranes. He describes thé case of a 24 year old man with psoriatic lesions 
on the eyelids, and on the edges of the lids extending onto the mucous membrane 


of the lid. 


HYPERSENSITIVITY DERMATOSES AND THEIR RELATION TO THE VEGETATIVE NERVOUS 
System. F. Marguarpt, Dermat. Wchnschr. 100:409 (April 13) 1935. 


Marquardt tested 60 patients by intravenous injections of atropine following the 
technic of Daniélopolu and Carniol (Arch. d. mal. du coeur 16:161, 1923). The 
group included 34 patients with some type of eczema, 20 with noneczematous 
dermatoses of various types and 6 with urticaria. By this test 26 patients were 
shown to be hypo-amphotonic, 7 hyperamphotonic, 4 hypovagotonic, 2 hypervago- 
tonic, 4 hyposympatheticotonic, and 3 hypersympatheticotonic. These were irregu- 
larly scattered among the entire group. 

One patient with normal cutaneous reactions was tested with subcutaneous 
injections of epinephrine hydrochloride, atropine and pilocarpine. He was then 
sensitized to a preparation containing paraphenylenediamine. When the sensitive- 
ness was established the tests were repeated. The reaction to epinephrine hydro- 
chloride and atropine was unchanged, but that to pilocarpine was considerably 
stronger. This increased parasympathetic irritability may have been caused by 
the sensitization. 


THE TREATMENT OF PEMPHIGUS WITH GERMANIN. H. Aretz, Dermat. Wchnschr. 
100:417 (April 13) 1935. 


Aretz reports the cure of two patients with pemphigus by the use of germanin. 
In four other instances the drug was ineffective. The two cured patients did not 
present lesions of the mucous membrane. 


THE SIMULTANEOUS APPEARANCE OF PSORIASIS VULGARIS AND LICHEN RUBER 
PLANUS. WILHELM MiIvpsrapt, Dermat. Wchnschr. 100:437 (April 20) 1935. 


In a 65 year old man who had had psoriasis for many years an acute lichen 
planus developed. The history revealed that there had been previous attacks of 
this condition. The literature on the simultaneous occurrence of these two condi- 
tions is briefly discussed. 


NONSPECIFIC DESENSITIZATION BY MEANS oF Diet IN ALLERGIC CUTANEOUS Dits- 
EASES. MAx Gerson, Dermat. Wchnschr. 100:441 (April 20); 478 (April 27) 
1935. 

Gerson discusses in detail the rationale for the use of a diet as a nonspecific method 
of desensitizing allergic patients. The diet he uses is extremely poor in salt, limited 
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in animal protein, rich in fluids, especially fruit juices, and rich in potassium, caj- 
cium, vitamins and fat. He has found that in the first few months of this diet the 
sensitiveness is apt to be considerably increased but that if the diet is followed 
for two or three years a marked improvement or even complete cure is likely 
to take place. : 


Psortasis AND ANGINA. Bruno ROmeR, Dermat. Wehnschr. 100:505 (May 4) 
1935. 

In 1930 Gundersen reported the importance of a focus of infection as an 
etiologic factor in cases of psoriasis. Romer studied forty consecutive cases of 
psoriasis in the Heidelberg clinic. In six patients the disorder developed or 
recurred after an attack of acute angina; eight had chronic tonsillitis, eight had 
carious teeth, and one had furunculosis. The period between the attacks of angina 
and the development or recurrence of the psoriasis was consistently between two 
and three weeks. 


THE TREATMENT OF THE Mucous MEMBRANES WITH GRENZ (INFRA-ROENTGEN) 
Rays. Heinz Bercer, Dermat. Woknschr. 100:514 (May 4) 1935. 


Berger describes a funnel-like apparatus for directing the infra-roentgen rays 
into the mouth. 


THE VALUE OF THE INTERFEROMETRIC METHOD OF THE ABDERHALDEN REACTION 
FOR CLINICAL Purposes. THEODOR GRUNEBERG, Dermat. Wchnschr. 100:557 
(May 18) 1935. 

Recent improvements in the technic of the interferometric method have improved 
the consistency of the results to a considerable degree. Apparent discrepancies 
may be explained when more is learned about the hormorie system. 


A CASE OF PorROKERATOSIS MIBELLI. KLEMENS KauczyNski, Dermat. Wchnschr. 
100:560 (May 18) 1935. 
The author describes a typical case of Mibelli’s porokeratosis involving the 
dorsa of the hands and feet. The patient was a 22 year old Pole, and the disorder 
was of four years’ duration. 


An UNUSUAL RESULT OF BISMUTH THERAPY: A CONTRIBUTION TO THE PHARMA- 
CODYNAMICS AND ToxIcoLocy oF BismutH. H. SAUFERLIN, Dermat. Wchn- 
schr. 100:585 (May 25) 1935. 


Saiiferlin describes the case of a 21 year old man with primary syphilis and 
a positive reaction of the serum in whom bismuth therapy caused the development 
of a linear hemorrhagic lesion following the course of the left saphenous vein. 
He concludes that the hemorrhage was due to an increased permeability of the 
vein resulting from a syphilitic inflammation plus the laying down of metallic 
bismuth in the vessel wall. By a series of experiments with animals he demon- 
strates that bismuth has an affinity for inflammatory tissue, especially for tissue 
which is the site of a syphilitic inflammation. 


ARE THE ORGANISMS OF SYPHILIS AND TROPICAL FRAMBESIA MORPHOLOGICALLY 
IpENTICAL? S. Kitamura, Dermat. Ztschr. 71:61 (April) 1935. 


Kitamura attempted to note morphologic differences between Spirochaeta pallida 
and Spirochaeta pertenuis. He made use of an ingenious device by which he 
could observe dark-field preparations on two microscopes at the same time. Both 
microscopes had exactly similar paired optical systems and were coupled so that 
half of each field could be studied at once. Careful comparison of a number of 
strains of each organism convinced the author that the organisms are morpho- 
logically identical. 
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+: ESoPHYLACTIC FUNCTION OF THE SKIN IN Sypuitis. Lupwic NEKAM Jr, 

Dermat. Ztschr. 71:66 (April) 1935. 

Between 1924 and 1933, 800 patients with tertiary syphilis of the skin and 

nervous system were treated; in only 28, or 3.5 per cent, were both the skin 
‘nd nervous system involved. This antagonism is probably not due to a dermo- 
tropic or neurotropic strain but rather to the fact that the skin plays an important 
role as an immunobiologic organ. Its esophylactic function is especially decreased 

insufficient specific therapy. 


Errotocy OF MiLker’s Nopes. Emit PetrAcex, Dermat. Ztschr. 71:71 

(April) 1935. 

Two patients with milker’s node were studied. Histologic examination did not 
suggest a relationship to vaccinia or to variola. Animal experiments failed to 
jemonstrate vaccine. The author concludes that the condition is a disease sui 
eneris due to a filtrable virus. 


THIRTY-T HREE CASES OF JADASSOHN’S GRANULOSIS Rusra Nasr. L. N. Mascu- 
KILLEISSON and L. A. Nerapow, Dermat. Ztschr. 71:79 (April) 1935. 


Of the thirty-three cases of granulosis rubra nasi studied, there was a history 
f tuberculosis in the family in but two cases and in no instance was the presence 
of pulmonary or cutaneous tuberculosis demonstrated. In fourteen of twenty-one 
cases there was a negative Pirquet reaction. The condition was often noted in 
association with inflammatory states of the upper portion of the respiratory system 
and was probably due to a decreased resistance of the peripheral blood vessels. 


THE TREATMENT OF DISSEMINATED FURUNCULOSIS WITH AUTOGENOUS AND 
HETEROGENOUS VAccINE. J. M. Lewin, Dermat. Ztschr. 71:85 (April) 1935. 


The author has found that autogenous vaccines are much more effective in 
the treatment of furunculosis than heterogenous vaccines. In resistant cases ‘local 
applications of Besredka’s antivirus is helpful. 


DEVELOPMENT OF AGRANULOCYTOSIS DurRING A CourRSE OF ANTISYPHILITIC 
THERAPY. H. SpraFKE, Dermat. Ztschr. 71:88 (April) 1935. 


After a patient received a total dose of 3.9 Gm. of neoarsphenamine and 19 Gm. 
‘ bismuth (highly dispersed bismuth hydroxide in oil), there developed a mild 
exfoliative dermatitis which cleared in two weeks. This was followed by vague 
weakness and inability to work. An inguinal abscess developed which healed in 
normal time. Somewhat later the patient complained of pain on chewing and 
talking and of nosebleeds. There was no rise in temperature, but a marked 
stomatitis occurred with bleeding from the gums. The number of polymorphonu- 
clears was reduced. Petechiae and purpuric patches appeared on the trunk, and 
the patient died. Necropsy observations suggested the diagnosis of agranulocytosis. 
It is concluded that the bismuth as well as the arsphenamine played a role in the 


development of the disorder. Taussic. San Francisco 


CATARACT IN CHILDHOOD WITH SIMULTANEOUS OCCURRENCE OF POIKILODERMA 
ATROPHICANS VASCULARE: FAMILIAL OccuURRENCE (ROTHMUND’s DISEASE) 
IN SWITZERLAND. W. F. Scunypver, Schweiz. med. Wehnschr. 65:719 
(Aug. 10) 1935. 


In recent years, reports have been made of the occurrence of cataract in con- 
nection with dermatoses, usually with scleroderma or neurodermatitis. 

Another cutaneous condition, seldom reported, with which up to the present 
cataract in childhood has been noted in only a few cases, is poikiloderma atrophicans 
vasculare Jacobi. Rothmund in 1868 described three cases of this syndrome occur- 
ring in one family, and the following report is the second in the literature. 
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The parents of a 4% year old boy had noted a sudden loss of vision by the 
child during the past week. The outstanding point in the child’s history was the fact 
that after a normal delivery he had lost during the first month much of the 
fat present at birth. The skin was delicate, thin and so stretched that the mother 
believed it was too small. On the face red spots occurred, giving an appearance 
of marble. Gradually these made their appearance on the arms and legs. In a 
few months fine red lines were seen surrounding islands of skin. With the oncom- 
ing mixed atrophy of the skin there appeared telangiectasia, depigmentation and 
especially hyperpigmentation of the neck and buttocks. A star-formed opacity was 
seen near the posterior pole of each lens, and the entire cortex was clouded. The 
boy was the youngest of four siblings, two of whom were well. The oldest girl, 
aged 12% years, had the same condition at a similar age, and was operated on by 
Professor Siegrist for bilateral cataract. The case was reported by Lutz in 1928 
Rothmund’s reports are reviewed. It is supposed that a hormonal dysfunction of 
the thyroid and hypophysis affecting the gonadal glands may explain the condition, 
Photographs and a bibliography are included. 


Mayer, Chicago. [ArcH. Opuru.]} 


DERMATOPHYTOSIS (KAUFMAN-WOLF): ReEpoRT OF A CASE WITH CHANGES IN 
THE NaiLs. J. Rosner, Przegl. dermat. 29:363 (Sept.) 1934. 


In the course of one and a half years Rosner observed eighty-eight cases of 
fungous infection of the skin at the dermatologic clinic of the university at Posnan. 
Among these, forty-one were due to Trichophyton, twenty-five to Microsporon, 
seventeen to the Kaufman-Wolf fungus, two to Epidermophyton Sabouraud, two 
to Oidium and one to Achorion Schoenleinii. The large number of cases of infec- 
tion caused by Microsporon was due to an epidemic in an institution for children. 

Among the cases of dermatophytosis due to the Kaufman-Wolf fungus the 
dyshidrotic form predominated in nine cases and the dry lamellar form in seven. 
In one case the intertriginous form was present. In five cases the eruption was 
limited to the soles, in six it involved the palms and fingers, and in six others, 
the palms and soles. 

Rosner reports the case of a 27 year old man, who had, besides a florid eruption 
of secondary syphilis, dermatophytosis of the hands and nails. Microscopic exam- 
ination showed that mycelia and spores were present in the lesions of the skin and 
nails. Cultures from the cutaneous lesions contained the Kaufman-Wolf fungus; 
the nails, however, could not be examined because the mediums were strongly 
contaminated with molds. Rosner believes that the nails were also affected by the 
Kaufman-Wolf fungus. This case presents another interesting aspect in that the 
lesions of the hands and nails cleared up in a few weeks after administration of 


antisyphilitic treatment. Bioom, New York. 


Tue Etiotocy or Herpes ZosteR OPHTHALMICUS. L. RokitsKayA, Sovet. vestnik 
oftal. 6:453 1935. 


Rokitskaya reports a case of familial herpes zoster ophthalmicus which suggests 
that this disease is contagious. A man, aged 21, had herpes zoster of the region 
innervated by the first branch of the left trigeminus nerve. The cornea, on exami- 
nation with the slit lamp, presented a disciform keratitis localized in the middle 
and deep layers of the parenchyma. There was lowered sensitivity of the cornea 
and of the skin of the forehead. The keratitis responded slowly to local and 
iontophoretic treatment. 

Twenty-five days after the onset of the disease in this patient his sister, aged 26, 
also presented herpes zoster. The general symptoms were more marked, as she 
suffered from severe neuralgic pain of the right side of the head for two months, 
hyperesthesia of the skin and loss of hair. The cornea was affected only in the 
superficial layers. 

Three weeks after the onset of the first patient’s disease his 2 year old niece 
took ill with chickenpox, although there were no cases of chickenpox recorded in 
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the neighborhood. Rokitskaya believes that the chickenpox was not accidental 
that it was a herpes zoster of the type which Bokay named “herpes zoster 


if 


: 
varicellosus. SitcnevsKa, New York. [Arcu. Oputu.] 


STUDIES ON THE Provocative Test IN SypHitts: V. RELATIONSHIP BETWEEN 
SypHILITIC CHANGES IN THREE ORGANS AND RESULTS OF PROVOCATIVE TESTS. 
K. Ounasut, Jap. J. Dermat. & Urol. 37:575 (May) 1935. 


This is the fifth communication on the subject of the provocative test in 
syphilis. Abstracts of the first and third communications have been published 
previously (ArcH. Dermat. & Sypu. 31:715 [May] 1935; 31:885 [June] 1935). 
In the present communication Ohashi reports the results of an attempt to determine 
whether in cases of syphilis in which changes are present in the eyegrounds, the 
auditory apparatus or the aorta the provocative test tends to be positive or more 
intensely positive than in cases in which no such changes exist. More than half 
(61 per cent) of the twenty-six patients exhibited a positive reaction to the pro- 
yocative test, and somewhat more than half showed changes in one or all of the 
organs studied. But about half the patients whose reaction to the provocative test 
was positive showed no evidence of the disease in the organs studied and vice 
versa. However, when there were disturbances in two of the three organs in 
the same patient the reaction to the provocative test was positive in 66 per cent 
of cases, and when the three organs were involved in the same patient the reaction 
was positive in 100 per cent of the cases. On the whole the percentage of positive 
reactions to the provocative test was considerably higher than the percentage of 
cases in which organic changes could be ascribed to syphilis. 


A CAsE OF DERMATITIS HERPETIFORMIS WITH INTERESTING OCULAR COMPLICA- 
TIONS. Y. KoBayAsHI and G. WaTANABE, Jap. J. Dermat. & Urol. 38:281 
(Aug.) 1935. 

In a youth aged 17 typical lesions of dermatitis herpetiformis developed all over 
the body, the vesiculation involving also the visible portions of the mucosa and the 
palpebral and ocular conjunctivae. The course and healing of the acute attack 
were characteristic of the disease, but some months later the lids had become 
contracted (entropion, trichiasis); the bulbar conjunctivae had encroached on the 
upper and lower margins of the corneas (pseudopterygium), and the lids at the outer 
canthus had become adherent along the margins, the pressure conditions thus set 
up resulting in a peculiar deformity of the corneas, the vertical diameter of which 
was 10 mm. and the horizontal diameter 11 mm. These changes are designated 
pemphigoid ophthalmia and so closely resemble pemphigus chronicus ocularis that 
without the distinguishing characteristics of the precedent cutaneous eruption 
differentiation would have been impossible. J. W. Brennan, Chicago. 


SCLEROPOIKILODERMA. CC. PostMa and J. R. PRAKKEN, Acta dermat.-venereol. 
15:373 (Aug.) 1934. 


The etiology of poikiloderma and its relation to scleroderma are discussed. 
Postma and Prakken divide the varieties of poikiloderma into three groups: 
(1) the Jacobi type, a purely cutaneous form which is not bound to definite localiza- 
tions; (2) the Civatte type, a purely cutaneous form which is localized on the 
face and neck; (3) the Petges-Cléjat type, or poikilodermatomyositis, a form which 
is accompanied by progressive muscular atrophy. 

The authors report a case of generalized poikiloderma complicated by a wide- 
spread muscular atrophy; they consider this a case of poikilodermatomyositis. 
Their patient also showed changes typical of scleroderma and sclerodactylia, and 
Postma and Prakken therefore consider this case one of scleropoikiloderma. They 
believe that as to pathogenesis poikiloderma, scleroderma and dermatomyositis 
are identical or closely related. AsTRACHAN, New York. 





Society Transactions 


CHICAGO DERMATOLOGICAL SOCIETY 
Annual Dinner, Jan. 15, 1936 


The annual dinner of the Chicago Dermatological Society was held at the 
Union League Club, Vice President Hamilton Montgomery presided. 

Dr. Otto H. Foerster addressed the society in the following terms: “This 
annually recurring dinner of the society, now in the full vigor of its thirty-five or 
more years of existence, is an event to which the members look forward with 
pleasurable anticipation, much as they look forward to the Christmas holiday or to 
a collegiate home-coming. It is the happy occasion for renewal of old and 
cherished acquaintance and for relaxation in the congenial atmosphere of good 
fellowship with colleagues of similar interests. 

“A spirit of mutual regard and of good fellowship seems to be characteristic 
of most organized groups of dermatologists. In this society mutual good will is 
and always has been a distinctive feature, and it has enabled the society to function 
as an open forum harmoniously and with ever increasing effectiveness for these 
many years. 

“The society was fortunate in receiving at its inception the impress of the 
strong personalities of a distinguished group of founders—men with broadness 
of mind, tolerance and kindliness. The members have been still more fortunate 
in having enjoyed to this day continued close association with, and lucid guidance 
by, one member of this early group. He is here tonight, an elder statesman, wise 
counsellor and friend, and in recognition of his worth it has been considered fitting 
that the members at this time give appreciative expression to what is in their minds 
and hearts.” 

Dr. James Herbert Mitchell, Chairman of the special committee on resolutions, 
presented to Dr. William Allen Pusey, the retiring President, a parchment scroll 
containing the following resolutions: 

“WuerEAS, William Allen Pusey has so ably served the Chicago Dermatological 
Society as its President for the past year, and 

“Wnuereas, As a charter member of the Society, by his faithful attendance, his 
wise counsel and his inspiring leadership he has been of incalculable service to the 
Society, and 

“WHEREAS, By his pioneer work with roentgen rays, radium and carbon dioxide 
snow he has made great contributions to the therapy of the dermatoses, and 


“Wuereas, By his writings he has made abundant additions to our knowledge 
of dermatology and to the philosophy of medicine, and by his editorship of the 
Archives of Dermatology and Syphilology he has advanced that Journal to the 
foremost rank, and 

“Wuereas, He is the only member of our specialty honored by the Presidency 
of the American Medical Association, therefore be it 

“RESOLVED, That the Chicago Dermatological Society tender an expression of 
its indebtedness to, and its esteem and affection for, William Allen Pusey, and be 
it further 

“ResoLveD, That these resolutions be engrossed and presented to him at the 
annual meeting of the Chicago Dermatological Society, January fifteenth, 1936. 

(Signed) James Herbert Mitchell 
Hamilton Montgomery 
Max S. Wien 
Oliver S. Ormsby 
Otto H. Foerster 
Henry E. Michelson 
Arthur W. Stillians 

Committee.’ 
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Dr. Mitchell then read letters and telegrams of greeting from the following 
persons and organizations: Dr. George Henry Fox, New York; Dr. William T. 
Corlett, Cleveland; Dr. Charles J. White, Boston; Dr. C. Morton Smith, Boston; 
Dr. David King Smith, Toronto, Canada; Dr. Martin F. Engman Sr., St. Louis; 
Dr. Charles M. Williams, New York; Dr. Richard L. Sutton, Kansas City, 
Mo.; Dr. George Miller MacKee, New York; Dr. Harold N. Cole, Cleveland; Dr. 
Howard Fox, New York; Dr. Henry H. Hazen, Washington, D. C.; Dr. Udo J. 
Wile, Ann Arbor, Mich.; Dr. C. Guy Lane, Boston; Dr. J. Gardner Hopkins, 
New York; the St. Louis Dermatological Society, through the Secretary, Dr. 
Martin F. Engman Jr.; Sir E. Graham Little and Arthur Whitfield, London, 
England, and the British Association of Dermatology and Syphilology, through the 
President, Dr. H. A. Dixon. 

Dr. Pusey replied: “The members may believe it or not, but I 
had not the slightest idea of this. I am sure none of the members will thoroughly 
appreciate such an occasion until he is 70 years old, which age, I acknowledge, 
I reached a month ago. There is no happier association than that between 
neighbors and old friends, and I appreciate this tribute far more than I can express. 
| appreciate the honor of having been three times president of the Chicago 
Dermatological Society. I have often thought during the past year of the immense 
amount of technical knowledge that is the portion of this society, and as I heard 
the presentation of cases this afternoon and the discussion a little later I realized 
how much one should feel honored to belong to such a group. This is all I can 
say, for my feeling is deeper than I can express.” 

Dr. Pusey then read his presidential address, entitled “The Field of 
Dermatology.” 

At the close of the address the newly elected officers were introduced: Dr. Max 
S. Wien, President; Dr. Lester M. Wieder, Vice-President; Dr. Ruben Nomland, 
Secretary. 


CLEVELAND DERMATOLOGICAL SOCIETY 
J. R. Driver, M.D., Reporter 
Meetings of April 25 and May 23, 1935 


R. E. Barney, Presiding 


MIcROoSPpoRID IN A PaTIENT witH Mycotic INFECTION OF THE SCALP WITHOUT 
KERION. Presented by Dr. W. H. Connor. 


L. H., a Negro boy aged 6 years, from the service of Dr. Cole and Dr. Driver 
at the City Hospital, has an extensive mycotic infection of the scalp without 
any evidence of kerion formation. It has been present for several months. Shortly 
after the patient entered the hospital an extensive follicular, lichenoid papular 
eruption appeared over the trunk. Tuberculin tests gave negative results. The 
Wassermann test of the blood was negative. Examination of the scalp and cul- 
tures for fungi of the scalp gave positive results. Examination of the scales from 
the lesions on the trunk and cultures of the blood for fungi gave negative results. 


LYMPHANGIOMA. Presented by Dr. R. O. Rucu, Lima, Ohio. 

This girl, aged 10 years, is presented for suggestions as to treatment. She 
has a dollar-sized, raised lymphangioma on the inner aspect of the right cheek. 
Histologically the lesion shows the typical lymph spaces seen in lymphangioma. 


DISCUSSION 
Dr. Cole and Dr. Driver suggested that the lesion probably would respond 


well to interstitial irradiation with radium needles. Dr. Parkhurst and Dr. 
Gillespie were of the opinion that electrodesiccation would be the method of choice. 
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Xerosis BALANITICA. Presented by Dr. C. G. LaRocco. 


A. R., a man aged 57, states that he has always had adhesions of the prepuce 
to the glans penis. This condition has produced a certain amount of irritation 
because of inability to retract the prepuce. For this reason he was circumcised 
in November 1933. Since January 1934, the irritation has become more marked 
over the glans, resulting in some superficial erosion, ulceration and crusting. 

The skin of the glans penis is thickened and indurated, and some crusting and 
superficial ulceration are present on the right side. The meatus is crusted and 
presents almost a pinhead-sized opening. The area in the neighborhood of the 
meatus is dry, glistening and whitish. The inguinal nodes are not abnormally 
enlarged. 

Two biopsies were reported on as follows: “The changes are almost exclusively 
confined to the epidermis. In one of the sections simple hyperkeratosis is present: 
in the other there is an area of marked parakeratosis. The thickness of the 
epidermis is increased. This increase is due mainly to the larger number of cells 
in the malpighian layer. One may count twenty or more layers of epidermal 
cells superimposed one on the other. The malpighian cells are of normal type, 
with well marked intercellular bridges. The cells of the basal layer and those 
immediately above it are huddled together. The nuclei are uniformly dark, rich 
in chromatin, flattened or polygonal, owing to mutual compression, and are of 
various sizes. There is no break in the basal membrane and no atypical prolifera- 
tion of cells. In the superficial layer of the corium there is, in places, a slight 
degree of lymphocytic infiltration, mainly perivascular. The pathologic diagnosis 
is simple epidermal hyperplasia.” 

DISCUSSION 


Dr. E. Grttespre, Canton, Ohio: The atrophic character of the lesion resembles 
the condition seen in kraurosis vulvae. I believe that the two conditions are 


identical. 
Dr. H. N. Core: Histologically this condition presents a picture of atrophy 


and closely resembles leukoplakia, showing the tendency to malignant degeneration 
that is seen in that disease. This condition seen in males was described and named 
by the German dermatologist Stiihmer. Dr. Driver and I have observed six or 
eight of cases of this condition. I remember having observed another case in 
collaboration with Dr. LaRocco about ten years ago. My co-workers and I 
believed that surgical intervention is the treatment of choice in these cases. Irradia- 
tion is contraindicated, as it leads to further atrophic changes in the vessels. 


FIBROXANTHOMAS. Presented by Dr. W. H. Connor. 


L. G., a woman aged 28, from the service of Dr. Cole and Dr. Driver at the 
City Hospital, has noticed a small nodule on the right buttock for the past nine 
years. During the past six months several new lesions have appeared on the outer 
surface of the right thigh. These lesions, at times, have been slightly pruritic. 

There are four nodules from 1 to 2 cm. in diameter, located in the skin and 
extending into the subcutaneous tissue of the right thigh. They are painless and 
present a slightly yellowish tinge. 

Chemical examination of the blood revealed: blood sugar, 92.5 mg. per hundred 
cubic centimeters; urea nitrogen, 12.2 mg.; cholesterol, 296 mg. 

A biopsy was reported on as follows: “The epithelium shows a mild acanthosis 
and hyperkeratosis. Deep in the corium is a circumscribed area of fairly coarse 
and dense connective tissue. At the periphery there are many newly formed 
blood vessels showing round cell infiltration about them. The central areas show 
diminished vascularity, and there are many large cells with pale, foamy cytoplasm. 
The pathologic diagnosis is fibroxanthoma.” 

Except for removal of one of the lesions for biopsy, no treatment has been 
instituted. 
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DISCUSSION 


Dr. E. W. NETHERTON: Clinically the condition is similar to that described 
by Michelson as spontaneous fibroma. 

Dr. H. N. Core: All the members have seen cases of these spontaneous, hard 
keloid-like lesions in the skin of the thighs and legs. The biopsy specimen usually 
presents a picture of keloid. The disorder of the patient presented today was 
considered as one of this type until biopsy was performed and the xanthoma type 
of cells were found. When the slide was examined, Dr. Levin demonstrated the 
presence of definite xanthoma cells. From the standpoint of therapy it might be 
well, in this case, to put the patient on a diet with low fat content, as has been 
suggested by Christie for treatment of xanthoma tuberosum multiplex. It would 
be interesting to see what effect this type of treatment would have on these 
lesions. 

Nore.—After the patient had been presented, one of the lesons, which measured 
2 cm. in diameter, was treated with unfiltered roentgen radiation; the dose was 
1,000 roentgens, 85 kilovolts, 5 milliamperes, applied at a distance of 30 cm. through 
a lead window the size of the lesion; the time of exposure was ten minutes. When 
the patient was presented at the meeting of the society in May, the lesion had 
almost disappeared. 

In the discussion of the case at that meeting Dr. Cole stated that at the meeting 
of the American Dermatological Association in May 1935 Dr. Senear read a paper 
entitled “Histocytomatosis,” dealing with lesions of this type which are not uncom- 
monly seen by all dermatologists. He called attention to the facts that in Dr. 
Connor’s patient the process was definitely a fibroxanthoma, as shown by the 
histologic examination, and that the response to roentgen therapy had been striking. 

Dr. Gillespie, Canton, Ohio, expressed surprise that lesions of this type 
responded to roentgen therapy, inasmuch as they consisted of tissues which ordi- 
narily are resistant to radiation. 


CHANCROID TREATED BY CHANCROIDAL VACCINE PREPARED FROM Pus OF BUBOES. 
Presented by Dr. W. H. Connor. 


Case 1—A Negro, aged 54, from the service of Dr. Cole and Dr. Driver 
at the City Hospital, had a chancroid on the penis on about April 20, 1935. Because 
of phimosis the ulceration became quite extensive, and on May 7, 1935, the patient 
was circumcised. The ulcer increased in size after circumcision, and later extensive 
healing occurred after intramuscular injection of chancroidal vaccine. 

Examination of smears from the lesion revealed Ducrey’s bacillus. The dark- 
field examination did not show Spirochaeta pallida, and Wassermann tests of 
the blood have been negative. Intradermal tests with chancroidal antigen gave 
positive reactions. 

Case 2.—C. B., a Negro aged 30, from the service of Dr. Cole and Dr. Driver 
at the City Hospital, had an ulcer on the scrotum on about Feb. 27, 1935. Bilateral 
inguinal adenitis developed on about March 5, 1935. At the time of admission 
to the hospital examination of smears from the chancroidal ulcer revealed Ducrey’s 
bacillus. The ulcer is about 3 cm. in diameter and has excoriated edges; there 
is a purulent discharge. Before intramuscular injections of chancroidal vaccine 
were given no apparent healing took place in the lesion during the patient’s thirty- 
four days’ stay in the hospital. Twelve injections of the vaccine were given over 
a period of one month. The lesion healed completely, and the adenopathy resolved. 
Intradermal tests with chancroidal antigen gave positive reactions. The Wasser- 
mann reaction of the blood was negative. 


DISCUSSION 

Dr. C. L. Cummer: I wish to ask the presenter how the vaccine is prepared 
and what doses are used? 

Dr. H. N. Core: The vaccine used for treatment in these cases is simply 

the chancroidal antigen that is prepared from pus aspirated from proved chan- 
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croidal buboes and is made in exactly the same way as the Frei antigen. The 
dilution depends a great deal on the thickness of the pus aspirated. My co-workers 
and I attempt to thin it with approximately an equal amount of saline solution, 
We have had no way of knowing exactly what dosage to use; we have started 
with a dose of 0.25 cc. injected intramuscularly and have increased the dose to 
0.5 cc. and to a maximum dose of 1 cc. Treatments are given three times a week. 

Dr. Maurice SULLIVAN: The experience in the treatment of chancroidal infec- 
tions at the City Hospital has been that they are generally chronic in spite of al] 
treatment that may be given. In these two cases in which treatment by the 
injection of chancroidal antigen was used the healing has been unusually rapid, 
and this seems to indicate that this method of treatment offers unusual possibilities, 


FRONTAL LAMINAR ALOPECIA (SABOURAUD). Presented by Dr. H. G. Misxyray, 


M. H., a Negress aged 30, from the service of Dr. Cole and Dr. Driver at 
the Lakeside Hospital, presented herself for treatment of latent tertiary syphilis 
two years ago. At that time it was noted that there was a bandlike area, approxi- 
mately 2 inches (5 cm.) in diameter, of partial alopecia extending from the pre- 
auricular region across the frontal area of the scalp to the opposite side. There 
was no apparent disease of the scalp otherwise, and scrapings from the area 
contained no fungi. During the two years that the patient has been under observa- 
tion there has been apparently no change in this lesion. 


DISCUSSION 


Dr. J. E. RauscuKois: In some respects one gets the impression that the 
disorder is “syphilitic mop,” which is seen occasionally in patients with congenital 
syphilis. The alopecia starts at the borders of the scalp and gradually works 
upward, leaving a tuft of hair over the vertex of the scalp. While in this patient 
the disorder may not be of syphilitic origin, it resembles the condition I have 


described. 

Dr. H. G. Misxy1an: I have presented this patient because the disorder is 
a rare example of the syndrome described by Sabouraud. This is the second 
case that I have observed. According to Sabouraud the process sometimes starts 
at puberty and progresses to a certain point and then becomes stationary and 
permanent. Sabouraud stated that in his experience of over thirty years he had 
seen only ten cases. The disease occurs chiefly in Negroes. Sabouraud tried to 
establish a possible heredosyphilitic origin for the condition, but he was never 
able to come to any positive conclusions. 





PHILADELPHIA DERMATOLOGICAL SOCIETY 
VAUGHN C. GARNER, M.D., Secretary 
Sept. 20, 1935 


Hersert J. Smitu, M.D., Chairman 


Leprosy (ANESTHETIC Type?). Presented by Dr. J. M. Scumpxkravt, 
Trenton, N. J. 


E. P., a man aged 35, presents a rounded, flat, nonelevated dusky red plaque 
the size of a dollar on the right temple; he has a similar plaque on the left forearm 
and another under the chin. There are, in addition, dusky red infiltrations of the 
first and third fingers of the left hand with wasting of the interosseus muscles and 
flexion of the fingers (claw hand). There is a loss of sensation in the fingers, 
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| sensation is diminished in the other plaques. The left ulnar nerve is thickened. 
There is a large scaly eczematoid patch on the external surface of the left leg. 
The scrotum is erythematous. 
DISCUSSION 


Dr. Joun H. Stokes: I think that the diagnosis of leprosy is not established 
s yet. It is evident that this man has a unilateral nerve lesion affecting his fore- 
arm, at least, and he has an enlarged and relatively insensitive but by no means 
nesthetic ulnar nerve on the left side, while the ulnar nerve on the other side is 
ormal. In my opinion the lesions on the foot are dermatitis. It seems to me that 
the dermatitic appearance of the lesions on the forearms is not out of keeping with 
trophic changes that are not necessarily due to leprosy. I have not had a vast 
experience in the diagnosis of leprosy, but I have picked out quite a few cases 
from general diagnostic material, and these lesions do not look like any of the 
characteristic maculo-anesthetic lesions that I have seen. On the other hand, the 
limitation of the anesthesia to these dark red atrophic lesions in the skin is inter- 
esting and suggestive. but not, in my opinion, diagnostic of leprosy. I think that 
an effort should be made to find the bacilli. 

Dr. J. M. ScuitpKraut, Trenton, N. J.: I realize that the cas: has not been 
worked up thoroughly, for I saw the patient for the second time only a few days 
ago, and, as the clinical appearance of the lesions seemed suggestive, I decided to 
present him. When I saw him for the first time, eight months ago, the lesions 
were elevated and infiltrated and had a sarcoid appearance. At that time he com- 
plained of some numbness in his hands, but there was no atrophy. 

Dr. Frank C. Knowtes: I think the condition is somewhat suggestive of 
leprosy, but the case will have to be more thoroughly worked up before that 
diagnosis can be established. 

Dr. S. S. GreensauM: I think that the lesions are suggestive of leprosy, and 
that would be the first condition to exclude. The mucous membrane on the right 
side of the nose is quite red. 


Dr. H. J. Smiru: Do the members think that administration of potassium iodide 
helps to find the bacilli? 
Dr. S. S. GREENBAUM: I do. 


CuTANEOUS TUBERCULOSIS (SARCoID Type). Presented by Dr. S. S. GREENBAUM. 


O. W., a Negress aged 20, says that about three years ago nonpuritic whitish 
spots of varying shapes developed over the entire body and that the lesions did 
not clear up under treatment. About six months later the patient noticed that 
nodules developed in these areas. At present there is a widespread papular eruption. 
Some of thg lesions are capped with crusts; others show a silvery scale. Most 
of the lesions are annular. The palms and soles are not involved. A number of 
eroded papules are present at the fourchet and about the arms. The patient has 
lost vision in her left eye owing to tuberculous keratitis. There is no history of 
cough, hemoptysis, expectoration, night sweats, fatigue or loss of weight. For the 
past nine months the patient has had attacks of severe pain in the right side of 
the abdomen. The right side of the abdomen is rigid, but no fluid has been present 
at any time. Peristalsis is normal. The attacks are relieved by morphine. The 
pain and tenderness are most severe at the right costovertebral angle and do not 
radiate. Guinea-pigs inoculated with macerated material from a lymph node 
showed a positive reaction for tuberculosis though no organism was obtained by 
smear. Roentgen examination of the chest revealed probable tuberculous infection 
of the hilar region with miliary distribution. Cystoscopic examination showed a 
number of tubercles in the region of the right ureteral orifice and right lateral 
wall of the bladder. A retrograde pyelogram of the kidneys showed normal 
conditions. 
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DISCUSSION 

Dr. Joun H. Stoxes: This is a remarkable case, and I think that the diagnosis 
is correct. This patient shows the cutaneous type of tuberculosis found in com- 
paratively resistant negroid persons, which at times resembles lichen nitidus and 
at other times shows erythema multiforme-like lesions which break down, forming 
a central ulceration which does not heal. The association of this and other types 
of extensive cutaneous tuberculosis with comparative good health is one of the 
interesting and paradoxical features of tuberculosis in Negroes. 

Dr. THomas ButrerwortH, Reading, Pa.: The patient was presented with 
a diagnosis of cutaneous tuberculosis (sarcoid type). I should simply call the 
condition tuberculosis of the skin. 

Dr. V. C. Garner: I think the disorder is the type to the understanding of 
which Dr. Klauder and Dr. Weidman have contributed so notably. 

Dr. Carrot, S. Wricut: I think it is true that there is no really good name 


for this condition. I have seen at least seven or eight cases of this type of tuber- 
culosis in the last ten years, the first of which was perhaps the case reported by 
Dr. Klauder and Dr. Weidman (Arcu. Dermat. & Sypu. 13:675 [May] 1926). 

Dr. S. S. GREENBAUM: There are several interesting features about this 
woman’s condition, namely, the negative reaction to the tuberculin test and the fact 
that tubercle bacilli could not be demonstrated in the lesions or in any other 
part of the body. Roentgen examination of the lungs gave positive results. My 
co-workers and I have thought that the condition might belong to one of the types 
of tuberculosis caused by filtrable virus. When the second set of guinea-pigs were 
inoculated it was intended, according to the suggestion of Long, to use male 
guinea-pigs and to inject tuberculin into the testicles. Long has shown that that test 
is definitely diagnostic if the guinea-pig becomes tuberculous, but tuberculosis is 
not detectable macroscopically or microscopically. I think all the members agree 
that this is a form of cutaneous tuberculosis that differs definitely from the types 
of sarcoid that have been seen in other cases. 


MULTIPLE TUBERCULOMAS WITH MarkKep CatciFiED Deposits. Presented by 
Dr. S. S. GREENBAUM. 


J. G., a boy aged 5 years, was admitted to the hospital with a history that 
“knots” were present all over his body, some of which had ulcerated. The lesions 
have been present for two years. There is no history of cough, night sweats, loss 
of weight, weakness or hemoptysis, and there are no other significant facts in the 
history. The child is poorly nourished but does not appear acutely ill. He is 
somewhat pot-bellied, but aside from that there is nothing remarkable in his 
appearance except the cutaneous condition. Widely scattered over the body are 
a number of rounded masses varying in size from that of a pea to that of a lemon; 
these masses occur especially on the scalp, face, shoulders, elbows, right wrist, 
hips and knees. They are superficial, nontender and not particularly warm to the 
touch. Some of them are semifluctuant while others are firm. Most of them are 
attached to the overlying nonpigmented skin but not to the underlying tissues. 
Several of the nodules have ulcerated and present a thin, dry, crusted surface. 
There is some enlargement of the axillary, inguinal and cervical lymph nodes. 

The urine was normal on repeated examination. Examination of the blood 
showed: hemoglobin, 73 per cent; red cells, 4,510,000, and white cells, 13,900. The 
differential count gave normal results. The Kahn test was negative. Chemical 
examination of the blood showed: sugar, 79 mg. per hundred cubic centimeters; 
urea, 10 mg.; uric acid, 2 mg.; calcium, 10 mg.; phosphorus, 5.2 mg., and 
cholesterol (plasma), 176 mg. (cholesterol esters, 70 per cent). On Aug. 9, 1935, 
a smear showed diplococci which were classified morphologically as pneumococci; 
on Sept. 17, 1935, no organism was found, and a culture made on the same date 
produced no growth. A biopsy made on August 22 showed calcification of the 
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subcutaneous tela. Roentgenograms of the bones showed no abnormalities. The 
tuberculin test was negative. Inoculation of guinea-pigs with pus obtained from a 
nodule gave negative results. 


DISCUSSION 


Dr. Epwarp F, Corson: I think that this is an interesting type of tuberculosis 
of the skin, if that is what the disorder is. It is also highly suggestive of sporo- 
trichosis, tularemia or some of the peculiar diseases affecting the lymphatic system. 


Dr. S. S. GREENBAUM: [ regard this as a case of multiple tuberculomas. I 
thought of sporotrichosis but excluded it on account of the duration of the condition 
and the lack of other phenomena. Each one of the abscesses exhibits a tremendous 
amount of calcification; this was evident in roentgenograms and was seen grossly 
when an attempt was made to remove material for histologic study. In this as in 
the previous case the reaction to the tuberculin test and the results of inoculation 
of guinea-pigs and of smears were negative. The tuberculin test has been made 
on a guinea-pig after inoculation of material. I have seen only one other case 
of this kind in twenty years. In that case the patient eventually recovered, and 
progressive improvement is taking place in this child. 


Majoccu?s Disease (PurpurA ANNULARIS TELANGIECTODES). Presented by 

Dr. Joun B. Lupy. 

W. R., a man aged 40, has about twelve completely and incompletely circular 
lesions on the lower portions of the legs; they consist mainly of coin-sized dry, 
scaly papules forming elevated rims around clear atrophic centers. There are no 
subjective symptoms. The patient broke his right ankle twenty years ago, and the 
eruption was noted when the cast was removed. Ten years later the condition 
appeared on the left side. 

DISCUSSION 

Dr. D. M. Smoticx: I suggest the diagnosis of porokeratosis. 

Dr. FRANK C. KNow es: This condition is rather inflammatory in appearance; 
in my opinion it resembles granuloma annulare. 

Dr. V. C. GARNER: I think that the disorder is lichen planus atrophicus. 

Dr. Joun H. Stokes: I agree with Dr. Garner. 

Dr. S. S. GREENBAUM: I agree with Dr. Knowles. The patient says that he 
has had this condition for twenty years, and that is a long time to have lichen 
planus atrophicus without more atrophy and with so much inflammation. 

Dr. Joun H. Stokes: I wish to point out that in all the cases of Majocchi’s 
disease that I have seen the eruption was follicular. Until an elementary follicular 
lesion with atrophy can be demonstrated a diagnosis of Majocchi’s disease cannot 
be made. I have seen a histologically established case of lichen planus atrophicus 
of twenty-six years’ duration. ; 

Dr. CarroLt S. WricHT: From personal study and observation of porokeratosis, 
I cannot accept that diagnosis in this case. 


Cutis HyperpLasticA (InpIA Rusper SKIN). Presented by Dr. Tuomas 
BUTTERWORTH, Reading, Pa. 

W. S. W., a youth aged 15, presents some bagginess over the elbows and knees; 
his skin can be greatly extended, but when it is released it returns promptly to its 
normal tension. The phenomenon is most marked in the skin on the elbows, knees 
and scapular regions. The condition has existed since birth. 


DISCUSSION 

Dr. Joun H. Stokes: I have seen this association of elastic skin and lesions 

of epidermolysis bullosa in one or two cases. In one the skin of the elbow could 
be pulled out 3 or 4 inches (7.5 to 10 cm.) and almost wrapped around the arm, 
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and from the knee down there were scars of bullous traumatic lesions, which | 
interpreted at the time as fitting into the picture of the localized type of epider- 
molysis bullosa, the dystrophia bullosa congenita of Nobl and Werther. I believe 
that that diagnosis is also applicable in this case. 


ACNE VARIOLIFORMIS. Presented by Dr. Patricia DRrant. 


E. F., a woman aged 23, presents acneiform lesions on the face; cultures yielded 
a staphylococcus. Two roentgen examinations of the chest showed haziness in 
both apexes with prominent shadows at the hili but no clearcut evidence of active 
tuberculosis. Cutaneous sensitization tests gave negative results. 


DISCUSSION 

Dr. J. M. ScuritpKraut, Trenton, N. J.: I should diagnose the condition as 
neurotic excoriations. 

Dr. Frank C. KNow_es: I agree with the diagnosis of acne varioliformis. 

Dr. Joun H. Stokes: I should diagnose the condition as acné excoriée des 
jeunes filles. 

Dr. Patricia DrAnt: I am particularly interested in how to cure the condition. 
I thought at first that there was a factitial element, but after observing the patient 
I do not think that that is the major element. I believed that there was acne 
varioliformis associated with acne vulgaris and seborrheic dermatitis. The acne 
has responded to roentgen therapy, but the other condition is getting decidedly 
worse and has not responded to a variety of therapeutic measures. The patient 
knows when these lesions are about to appear: there is a mild burning under the 
skin, with slight erythema, and then a small infiltrated papule develops, which is 
soon covered by a tenacious crust. After running an indolent course the lesion 
heals, leaving a characteristic scar. At first these lesions appeared only at the hair 
line, but after several years all parts of the face have become involved. I believe 
that the patient picks at the lesions, but I do not think that that alone is responsible 
for the condition. 

Dr. Joun H. Stokes: Besides acne necrotica there are two conditions that 
can give rise to this type of manifestations. One of them is so-called acne urticata, 
This condition is seldom seen in patients here, but it occurs in the West. Patients 
with acne urticata notice a slight burning or itching sensation; then a wheallike 
infiltration appears, and excoriation takes place promptly. The disorder really is 
a form of follicular acne. The patients look like patients with acné excoriée, and 
after the excoriation heals they have scars. The second possibility is that the 
condition is a recurring chronic follicular impetigo, which is not as destructive as 
the acne necrotica but which does give rise to superficial scarring. Sooner or later 
patients with this condition bring excoriation to bear on top of the lesions of 
impetigo. I should not he willing to make a diagnosis of acne necrotica because 
the characteristic lesion is not present and there are no lesions in the most charac- 
teristic area, namely, about the hair line, behind the ears, down the side of the 
neck and on the upper portion of the seborrheic triangle of the back. In the 
absence of the lesions and of the characteristic scar, I should suggest the two 
other diagnoses I mentioned, but I know of no condition more difficult to cure. 





Hersert J. Smitu, M.D., Chairman 
Oct. 18, 1935 


VauGHN C. Garner, M.D., Secretary 


Lupus EryTHEMATOSUS (SARCOID TRANSITION?). Presented by Dr. V. C. GARNER. 


T. D., a woman aged 29, presents over the nose and cheeks numerous infil- 
trated raised plaques with scaling, follicular plugging and scarring. There are 





SOCIETY TRANSACTIONS 755 


-imilar lesions on the back and on the upper portion of the right arm. There 
are nO apple jelly nodules. The condition began three years ago as an erythema- 
tous papular eruption on the cheeks and nose. All the lesions disappeared after 
the patient underwent a hysterectomy one year ago. Six months later they recurred 
and spread to the arms and back. The blood pressure was found to be 118 systolic 
and 68 diastolic. The Wassermann reaction was negative. Roentgenograms of 
the chest showed considerable prominence of both hili with prominent pulmonary 
markings. The report on the biopsy stated that the picture was typical of lupus 
erythematosus, 
DISCUSSION 

Dr. F. D. WemMan: I wish to inquire what is meant by “sarcoid transition.” 
It appears to me that most of the items in the clinical complex of this patient are 
those of lupus erythematosus, and the one item that I considered as resembling 
sarcoid is the translucent quality of the lesion. The disorder appears to me to be 
lupus erythematosus in the hyperplastic, infiltrated stage. These particular lesions, 
although they are six or seven months old, have not as yet passed over into the 
stage of atrophy. I should regard the condition as infiltrated lupus erythematosus, 
and I believe that it does not show any relationship biologically to sarcoid. 


Dr. Epwarp F. Corson: Occasionally I have seen the reverse process take 
place, the early stages of the disorder being characterized by the presence of a 
flat, atrophic patch such as one is accustomed to see and the eruption later assum- 
ing the appearance—in fact, progressing far beyond the size and infiltration—present 
in this case. Occasionally I see a patient with large vegetative lesions resulting 
from what was apparently a comparatively small beginning. 


Dr. Joun H. Stokes: I may attempt to answer the question regarding the 
term “sarcoid transition” because I am in a way responsible for the use of the 
phrase in my own department. I am sorry that I did not know that this patient 
was going to be presented or that this point was going to be brought up because 
I should gladly have brought a series of photographs showing the terminal stage, 
which I used in my textbook on syphilis. These photographs show the course of 
the condition in a woman who was under observation for six years; at the onset 
she exhibited the characteristic lesions of erythematous lupus, and in a succession 
of spurts the condition changed to that which Dr. Weidman calls infiltrated ery- 
thematous lupus. Since that time I have seen, or I think I have seen, from time 
to time illustrations of this infiltrated type of erythematous lupus which has not 
progressed to atrophy but instead shows the formation of well defined masses, in 
some cases presenting the histologic structure of sarcoid. I am unable to agree 
about the minutiae of the histogenesis of these conditions because I have not given 
the matter sufficient study, but occasionally one does see cases in which infiltration 
progresses to the formation of tumors which persist without any signs of regres- 
sion to the atrophy characteristic of erythematous lupus. That is what I mean 
by “sarcoid transition.” I agree entirely with Dr. Weidman that the histologic 
picture of this patient’s lesions at the present time is that of erythematous lupus, 
and I think, too, that a great deal of the induration which one detects is edema 
rather than cellular infiltration. It will be interesting to watch the course and 
see whether atrophy occurs. 


Cuertitis ExFo.iativA. Presented by Dr. T. H. Sternperc for Dr. Joun H. 

STOKES. 

D. H., a woman aged 24, shows scaling of the exposed parts of both lips. 
These scales form large flakes, which become separated at the edges. Removal 
reveals a rather raw surface, with multiple punctate bleeding points. The mucous 
membranes of the mouth are normal. There is a mild scaling of the scalp. The 
condition has lasted for six years. There is no burning or itching, and only slight 
fissuring is present. The patient has noticed no seasonal change. The general 
physical examination and examination of the blood, urinalysis and the Wasser- 
mann test gave negative results. 
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DISCUSSION 


Dr. Carrot S. WricHT: I have had two similar cases in private practice in 
the last two years, and I have tried everything possible in the way of therapy, 
without effecting a cure in either case. In his textbook on dermatology Dr. Nor- 
man Walker recommends using the actual cautery in cases in which the condition 
is stubborn; so I cauterized the lesions, with the patient under gas anesthesia, 
and for a while I thought I had effected a cure, but eventually the condition 
returned. 

Dr. Epwarp F. Corson: Sometimes the difference between cheilitis apos- 
tematosa and cheilitis exfoliativa is not as clearcut as the descriptions in textbooks 
indicate. I had a patient whose lesions were somewhat similar to those of this 
patient, but considerably worse. Casts were made of his lips, and he jealously kept 
them in place because if he removed them the secretion glued his lips together. 
Every time he spoke these casts gave an accompaniment like the sound of castanets. 
In spite of treatment by eminent physicians with radium and roentgen therapy and 
various other caustic procedures, his condition has been unaffected. 

Dr. JouNn H. Stokes: I have a patient for whom I wish some one would sug- 
gest a method of treatment. Occasionally one sees a markedly hyperkeratotic lesion 
with linear distribution on the lips running an obstinate, absolutely refractory 
course, short of the most severe destruction. From my study of a case in my 
private practice, I believe that the disorder may be a nevoid condition of the 
mucosal surface which might be regarded as a variant of ichthyosis hystrix. 
When that is the case nothing except a radical destructive procedure will have 
any effect. I thought of trying the high frequency cutting cautery grattage and 
taking off a great deal of the lip while preserving much of the mucosal surface 
after healing, but in view of what Dr. Wright has said, I do not know whether 
to try that method. 


S1cKkLeE Cert ANEMIA. Presented by Dr. ALLEN D. KINc. 


M. F., a Negress aged 15, presents a large, irregular ecthymatiform ulcer on 
the inner aspect of the right ankle. The base shows normal granulation tissue. 
She was admitted to the hospital in January 1932 with periostitis of the lower por- 
tion of the right tibia, which roentgenograms showed to be suggestive of syphilis, 
and with severe anemia. At present the physical condition indicates marked malnu- 
trition, but there are no other important findings. The Wassermann reaction of the 
blood was negative. The blood count showed: red cells, 2,300,000; white cells, 
14,800; hemoglobin, 45 per cent; neutrophils, 54 per cent; lymphocytes, 39 per cent; 
monocytes, 2 per cent, and eosinophils, 5 per cent. There were marked poikilo- 
cytosis, anisocytosis and polychromasia. There was marked sickling of red blood 
cells. The reaction to tuberculin was negative. Roentgenograms of the portion 
of the tibia underlying the ulcer showed periostitis. 

No improvement resulted from application of local measures, such as soaking 
the affected part in solution of potassium permanganate and application of a 2 per 
cent ammoniated mercury ointment or a 10 per cent concentration of peruvian balsam 
A course of eight weekly injections of neoarsphenamine was given but produced no 
noticeable effect. At present the ulcer is improving as a result of application of 
sponge pressure dressings moistened with dilute solution of sodium hypochlorite. 


DISCUSSION 


Dr. ALLEN D. Kine: The patient’s parents and her brothers and sisters are 
inaccessible for study; hence there are no data on the family history. I think 
that Dr. Sternberg deserves credit for the progress he has achieved in the treatment 
of this type of ulcer. Local applications of ointments and measures directed against 
the anemia have been used, but there has been marked healing only as a result of 
application of the sponge pressure dressing and the use of dilute solution of sodium 
hypochlorite. It seems likely that the lesion will heal completely within a few 
weeks. 
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Dr. Joun H. Stokes: I suggest that an attempt be made to treat lesions of 
this sort with buffered cystine. It seems to me that chronic ulcerations generally 
ought to be treated in that way, as it is an officially recognized method of dealing 
with them. What about the use of the leaf of Aloe vera. This leaf is now being 
exploited, and in advertising its value dealers use the names of a number of the 
best dermatologists in the country. The leaf is said to have been found useful in 
treating roentgen ray dermatitis, particularly when the condition is accompanied 
by early ulceration. Surprising and rapid healing seems to take place under its 
application. I wrote to Dr. MacKee and Dr. O’Leary about it and received 
favorable replies from them as to its value. I thought that perhaps members of 
the society might have had some experience with it. 

Dr. Carrot, S. Wricut: I was one of the first in Philadelphia to use the 
leaf of Aloe vera. Early last year I had a patient, a girl, who was just beginning 
to show effects of roentgen treatment for hypertrichosis. I secured a supply of 
the leaf of Aloe vera but found it difficult to apply. One side of the leaf must 
be sliced off and the moist surface applied to the lesion. I later mixed the gummy 
substance with a petrolatum preparation containing a derivative of wool fat. This 
method has since been commercialized by a company in Florida. In the girl of 
whom I speak a remarkable improvement resulted from the constant application 
of this ointment. On the other hand, a number of patients with longer standing 
roentgen ray telangiectasia whom I have seen at different times have shown no 
results. I think the drug is useful only in cases of acute involvement, and in an 
ulcer which is comparatively recent and slow to heal one sometimes sees quick 
healing. I think there is some healing value in the leaf of Aloe vera, provided 
it is used in the right place and at the right time. It is a peculiar substance. If 
the open side of a leaf is applied to the skin, the next morning all the gummy 
substance has disappeared from the leaf, leaving nothing behind but the outer 
shell. What becomes of the substance I do not know. 

Dr. Donatp M. Pittspury: I have been successful in treating disorders of 
this type with a cystine compound. 


MuLtTIPLE Ketomws FoLttow1nc Excessive SUNBURN. Presented by Dr. V. C. 
GARNER. 


A. D., a woman aged 22, shows numerous linear and circular keloids limited to 
parts exposed to sunburn. Application of gentian violet was the only treatment 
used on the vesicular areas at the time. The patient sustained a severe sunburn of 
the upper and lower halves of the arms during the past summer, associated with 
infected bullous lesions. 


DISCUSSION 

Dr. DonaLp M. Pittsspury: I agree with the diagnosis in this case, but I 
wish to call attention to the factitial appearance of the linear lesions. Apparently 
the history that the lesions recurred at the site of infected bullae following sun- 
burn is reliable. It seems to me that the keloids are probably the result of some 
infection or of an irritation other than sunburn, and I can see no objection to the 
use of roentgen radiation. There are no keloids on other regions which were 
sunburned but not secondarily infected. 

Dr. J. M. ScuitpKraut, Trenton, N. J.: I agree with the diagnosis. The 
condition reminds me of that in a girl whom I treated several years ago; there 
was a factitial dermatitis, which improved as a result of roentgen therapy. 

Dr. V. C. Garner: I am particularly interested in this case from the thera- 
peutic standpoint. Do any of the members present entertain a different opinion 
in regard to the advisability or inadvisability of using roentgen radiation on an 
area affected by sunburn? 

Dr. Joun H. Stokes: There is nothing distinctive in sunburn so far as 
stimulation of excessive reaction to roentgen therapy is concerned. It is an 
irritation rather than an effect of sunlight as such; hence I should not be espe- 
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cially inclined to regard the fact that a cutaneous disorder is due to exposure to 
the sun’s rays as a reason for withholding roentgen treatment. I suggest that if 
the patient has small lesions which can be sirgled out for treatment with roentgen 
radiation before more extensive treatment is adopted, the result on those lesions 
would constitute a test. 

Dr. THomMas BuTTerwortH, Reading, Pa.: Dr. Smith is too modest to men- 
tion the remarkable therapeutic result he had in treating a Negro with a massive 
keloid. The only treatment used was frequent application of 10 grains (0.650 
Gm.) of menthol in 1 ounce (30 cc.) of cottonseed oil. Since then I have tried 
that prescription in another case, and while the result was not as striking, the 
lesion involuted at least 40 per cent. The keloids were much too widely distrib- 
uted to try roentgen therapy. 

Dr. H. J. Smiru: I have treated about thirty patients with keloid in the last 
six or seven years with the application of a 2 per cent solution of menthol in 
cottonseed oil and have obtained a good result in at least twenty of them. I use 
the cottonseed oil in preference to olive oil because it is not absorbed as fast. 
The original patient was sent to me because he had severe pain and a crawling 
sensation in his keloid. This was my object in applying menthol. After about 
two months he told me that the lesions were disappearing. I examined him, and 
to my great surprise the keloids were soft instead of hard. He has no real keloid 
at present, though he has some pigmentation. The second case was that of a 
man who could not bend his arms; he had keloids resulting from a burn. After 
two months of treatment he was able to straighten out his arms completely. Per- 
haps the result is due to the relief from the irritation. 

Dr. S. S. GREENBAUM: Were the cases of long standing? 

Dr. H. J. SmirH: In one case the keloid had been present for at least four 
years. The patient had been burned about six years before I treated him. 
Improvement was so marked that one of the surgeons who had treated his burn 
did not believe the patient was the same man. 

Dr. J. M. ScuitpKraut: Are the results due to the menthol, the massage or 
the oil? 

Dr. H. J. SmitrH: The menthol acts as a sedative. In all the cases in which 
I have used it the patients were relieved of their pain and crawling sensations in 
the keloidal growths. 

Dr. S. S. GREENBAUM: There is a third method that my co-workers and I 
have found useful in several cases. Fine silk threads are passed through the 
keloid and tied outside. There is evidently a capillary attraction for intrakeloidal 
serum. In a keloid recently treated by this method flattening occurred to the 
extent of 75 to 80 per cent. 


Utcers oF THE Lec (SicKLE Cert ANEMIA). Hepatitis Due To ARSPHENA- 
MINE (?). Presented by Dr. F. D. WEIDMAN. 


J. W., a Negro aged 20, well developed but evidently ill, presents definite 
generalized jaundice. There are a dozen or more coin-sized, soft, thin scars over 
both shins from the knees to the ankles. On the left leg there is a round ulcer, 
4 cm. in diameter, covered by a thick, hard, dry, rupioid crust. The margins are 
thin and indolent and show no infiltration. At one time the ulcer drained a 
slight amount of pus. There are also several confluent erosions on the glans 
which have been present for six months; for these arsphenamine has been adminis- 
tered, and marked improvement has occurred. The patient’s temperature is 100 F.; 
his pulse rate is from 100 to 130, and the blood pressure is 118 systolic and 60 
diastolic. There are palpable lymph nodes at the angles of the jaw. The liver 
extends 4 fingerbreadths below the costal border and is tender. Urinalysis revealed 
a trace of albumin. The blood count showed 1,500,000 red cells, 14,200 white cells 
and 25 per cent hemoglobin. Poikilocytosis and sickling were pronounced. The 
Wassermann test was negative. The sugar content of the blood was 79 mg. per 
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hundred cubic centimeters; the cholesterol content was 466 mg.; the urea content 
was normal. The icterus index was 420, and the reaction to the direct van den 
Bergh test was immediate. 

DISCUSSION 

Dr. Donatp M. Pittssury: I had occasion to look up the literature on sickle 
cell anemia recently, and apparently there is nothing characteristic about the ulcer 
that occurs in the condition. It may be of any type, and I do not see why one 
could not regard this ulcer as the result of a localized lack of resistance to infec- 
tion incident to sickle cell anemia. 

Dr. F. D. WemMAN: My main reason for presenting this patient is to call 
attention to the fact that whenever one sees a patient with ulcers of the leg that 
do not seem to fit exactly into the group of syphilitic ulcers, sickle cell anemia is 
one of the things that ought to be considered. I believe that most of the patients 
with that condition do not primarily consult a dermatologist. They are seen by an 
internist on account of the anemia, and it is only after that that the dermatologist 
sees them. I think that dermatologists ought to keep that in mind and discover 
some of these cases before attention is called to them by the internist. I think 
it is noteworthy that two patients with this condition should be shown at the same 
meeting of the society. 


A Case For DraGnosis (CuTANEOUS VICARIOUS MENSTRUATION? HysTERIA?). 
Presented by Dr. HERMAN BEERMAN by courtesy of Dr. CADWALADER of 
the Department of Neurology of the University of Pennsylvania. 


A. N., an Italian woman aged 19, states that for the past six months on the 
first day of what would ordinarily be her menstrual period she wakes in the 
morning with a patchy ecchymosis over both eyelids of the right eye and extend- 
ing somewhat down the right cheek. At these times some edema is present about 
the lids, making it difficult to open them. Itching is present, and marks of 
scratching are added to the clinical picture. In three days nothing but a brownish 
pigmentation is visible, and the patient is free again from ecchymosis for another 
month. She had two of these ecchymoses while she was in the hospital; the 
first occurred on September 17 and the second twenty-three days later, on Octo- 
ber 10. The patient had a nervous breakdown following six months of amenor- 
rhea (she was not pregnant) in January 1930. The menses reappeared at irregular 
intervals after she underwent an appendectomy in 1931. Laparotomy for pain in 
the right lower quadrant of the abdomen performed in 1934 was followed by com- 
plete amenorrhea, which has continued to the present time, and by three prolonged 
periods of urinary retention. There are impairment of vision in the right eye 
and photophobia; bilateral impairment in hearing and retraction of the ear drums, 
dental caries and tenderness over the distended bladder. The cell count, the urea 
nitrogen content and the sugar content of the blood were normal. The Wasser- 
mann test was negative. The urine showed a moderate amount of albumin and 
many white blood cells with clumping. Cystometric examination showed the 
bladder to be hypotonic; a urogram showed normal conditions; cystoscopic exami- 
nation showed mild trigonitis. Examination of the visual fields showed concentric 
contraction. Pelvic examination showed no cause of amenorrhea. No treatment 
has been given for the ecchymosis. 


DISCUSSION 


Dr. Joun H. Stokes: I propose the diagnosis of dermatitis dysmenorrhoeica. 
It is years since I have read the description of the condition, but I do not know why 
one could not fit this patient’s disorder into that rather elastic classification. I am 
astonished at the neurologist’s willingness to ascribe the manifestations entirely to 
hysteria, but I suppose he has reasons for doing so. It is rather interesting that 
the patient has this periodically recurring ecchymosis around the eyes which 
may, perhaps, fit into the disease described by Matzenauer and Polland. 
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Dr. THomMaAsS ButTTEeRWworTH, Reading, Pa.: I understand that the patient does 
not menstruate; the ecchymosis is the only periodic manifestation. I wish to 
ask whether it can be called vicarious menstruation when there is not a free 
flow of the blood. 

Dr. F. D. WEmpMAN: Has any connection been established between the sweat- 
ing function and the appearance of these hemorrhages? Sweat glands often nor- 
mally show small accumulations of red blood cells in the periphery. I wonder 
whether there is any connection between the ecchymosis and this phenomenon. At 
the next exacerbation particular attention should be paid to the axillae and the 
pubes to see whether those parts share in this phenomenon. 

Dr. HERMAN BEERMAN: I am more or less responsible for the suggestion of 
vicarious menstruation. My first impression was that this patient was suffering 
from some traumatic condition incident to her hysteria, and my co-workers and | 
watched her at the time of her second attack. It occurred suddenly after no 
apparent trauma and without prodromal sensations. It lasted three days and 
disappeared rapidly and without residua. We also considered the diagnosis 
mentioned by Dr. Stokes. ae 

Dr. Frep D. WEIDMAN: I have commented before on a reaction in the faces of 
monkeys during the menstrual period; the face becomes quite red. This is only a 
part of the phenomenon known as the sexual skin of monkeys. The skin around 
the genitalia, and sometimes as far as the thighs and down to the knees, becomes 
red. 


A Case For Dracnosis. by Dr. HERMAN BEERMAN. 


G. S., a man aged 32, presents swelling of both lips,,with a moderately deep, 
sharply circumscribed, punched-out ulcer on the lower lip. Similar lesions are 
present on the buccal mucosa, the fauces and the under surface of the tongue. 
The lesions on the lip and in the mouth have been present for about eight months 
and occurred after the patient had mumps and orchitis in February 1935. The 
lesions promptly recurred after having involuted while the patient was in another 
hospital. There is no history of ingestion of drugs. The medical examination 
gave negative results. Serologic tests of the blood were negative on two occasions; 
smears were negative for Vincent’s organism and for fungi. The blood count 
showed 7,200 white cells. The results of the differential count were as follows: 
polymorphonuclears, 63 per cent; small lymphocytes, 30 per cent; large lympho- 
cytes, 3 per cent; eosinophils, 1 per cent; transitionals, 3 per cent. The Pels-Macht 
test showed a phytotoxic index of about 65 per cent. Treatment has consisted ot 
administration of brewers’ yeast, dilute hydrochloric acid and calcium lactate, 
local application of sodium perborate paste, injections of whole blood and intra- 
venous injections of neoarsphenamine. In three months this treatment has brought 
much improvement, with periods of relapse. The diagnoses considered were: (1) 
chronic aphthae, (2) periadenitis mucosa necrotica recurrens, (3) eruption due to 
phenolphthalein, (4) erythema multiforme and (5) oral pemphigus. 


DISCUSSION 


Dr. S. GREENBAUM: I think that this patient’s disorder can be conveniently 
classed with the group of chronic aphthae described by Mikulicz, Loblowitz and 
Sutton. The fact that this patient has had lesions on the scrotum is interesting, 
but the relationship of these lesions to those in the mouth is not always clear. 
There have been cases of acute vulvar ulcer of Lipschiitz associated with lesions 
in the mouth and cases in which Bacillus crassus has been actually found in the 
oral lesions, but no one has ever actually correlated the so-called veneroid ulcers 
of Welander and some of these chronic aphthae. In women with these lesions 
there is sometimes anemia with amenorrhea, and the oral lesions clear up when 
the menstrual flow is reestablished; but on the whole I do not think that the 
etiology of these lesions is known. Prinz expressed the belief that a 10 per cent 
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preparation of arsphenamine in glycerin applied to the lesions is almost a specific 
treatment for them. Generally the pain can be relieved by the application of a 
<ture of equal parts of cocaine, phenol and menthol directly to the lesions. 
Dr. Joun H. Stoxes: I have seen two distinct manifestations of this con- 
dition; one group of cases was seen here in Philadelphia and one at the Mayo 
Clinic: in both I was impressed with the divergence rather than with the 
resemblance between the syndrome of chronic recurring aphthae of the mouth and 
venitalia which would lean toward the picture described by Lipschiitz and the 
neriadenitis mucosa necrotica recurrens of Loblowitz and Sutton. The periadenitis 
is usually a massive infiltration followed by a pluglike necrosis with a large slough 
and phenomenally rapid healing. The vulvar and scrotal aphthae with multiple 
aphthous lesions in the mouth are much more superficial, much more like simple 
aphthae, and in one case which I observed they were associated at one time with 
arthritic manifestations. The patient died a year later, and I was never able to 
ascertain the cause of death. I should therefore be inclined to distinguish between 
periadenitis mucosa necrotica recurrens and the multiple recurring aphthae. This 
patient seems to present a combination of the two conditions; his case is the first 
xample of such a combination I have seen. The periadenitis I treated first with 
ical application of arsphenamine and subsequently with intravenous injections of 
arsphenamine, and, whether it was coincidence or not, of the five cases that I saw, 
in four the condition underwent involution as a result of the arsphenamine therapy 
so rapidly and so astonishingly, the patients being practically free from lesions for 
a period of five or six months, that I came to the conclusion that that was the 
ideal method of treatment. I recommended it in Philadelphia in the first two cases 
that I saw, and the treatment was absolutely without result, hence I have no 
suggestion to offer. But I do think that there is a difference between the two 
manifestations. A study of the allergic history of some of these patients some- 
times yields information. 

Dr. S. S. GREENBAUM: The patient shows at least three scars on the buccal 
mucosa, the remains of old lesions. In cases of ordinary aphthae scarring is usually 
absent. That is one of the differentiating features. He does have some super- 
ficial aphthae as well. I have recently seen a patient with a chronic vulvar ulcer 
in which Bacillus crassus was found and which cleared up rapidly under application 
of a 5 per cent solution of gentian violet in alcohol and water. 
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A CAseE For DracGnosis. Presented by Dr. S. S. Greenspaum for Dr. Ratpu 
3ERNSTEIN. 

M. C., a woman, presents on the scalp an irregularly outlined, somewhat stellate 
area of alopecia. The skin is atrophic and mildly inflamed. The body shows pig- 
mented remains of an eruption which appeared a year ago when the patient had, 
for two months, an itching, papular condition which cleared under application of a 
preparation containing sulfur and lard. No other member of the family had 
been affected. The vaginal mucous membrane shows several small spots of whitish, 
slightly hypersensitized epithelium. The condition on the scalp began about two 
years ago with small bald spots; there was no inflammation, no pustules and no 
papules. It has progressed slowly. A biopsy report by Dr. F. D. Weidman stated 
that there was atrophy but no sclerosis. 


DISCUSSION 


Dr. Donatp M. Prttspury: I think the members agree that this patient 
presents a cicatricial alopecia of the scalp; at present there is no evidence of any 
preceding lesion, and according to the patient no lesion has been present. The 
process on the trunk seems entirely quiescent at present and the patient states 
that it has not extended recently. This eruption was quite pruritic and responded 
rapidly to the use of an ointment containing sulfur and lard. At present only 
the pigmentary remains are present, being particularly marked around the thorax, 
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on the abdomen and in the axillae and groins. I think that the disorder falls fairly 
well into the group of cicatricial alopecia accompanied by lichen planus or lichen 
spinulosus. Last year I presented a patient with such a condition associated with 
lichen spinulosus. The disorder was originally described by Graham Little, and 
Senear has reported cases of it occurring in this country. Little expressed the 
belief that lesions on the scalp are in fact the cicatricial end-stage of lichen planus, 

Dr. Tuomas ButrerwortH, Reading, Pa.: According to the patient’s history, 
the condition of the scalp antedates that on the skin by about twelve months. | 
had a patient in whom a condition similar to this developed under practically ideal 
laboratory conditions. About twenty-six months ago a husband and wife with 
latent syphilis consulted me, and at the time of their first appearance neither had 
any cutaneous eruption. About four weeks later, after they had received four 
injections of a bismuth preparation, both, and a 7 year old child, appeared with 
scabies. I continued the bismuth therapy on the parents—the child did not have 
syphilis—and in the woman the condition cleared up in four or five days. In the 
man there developed a mild dermatitis due to sulfur which responded nicely to 
the ordinary treatment for dermatitis but was followed by a remarkable pigmen- 
tation. The distribution was similar to that in this patient; it was most marked 
in the axillae, on the backs of the knees and across the abdomen. I told the 
patient that the disorder was a postscabetic pigmentation, and I thought it might 
be connected with the bismuth therapy; but the woman could be regarded as a 
perfect control; she also had scabies and was receiving a bismuth preparation, 
yet she did not have any pigmentation. I told the man that the condition would 
clear up in about six months. About two weeks ago he completed his second year 
of treatment, and when I made a routine examination I saw that the pigmentation 
was about 85 per cent of what it was two or three weeks after the sulfur dermatitis 
had been present. In this patient, according to her history, the disorder responded 
to application of a yellow salve which, she believed, consisted of sulfur and lard; 
hence I think it is reasonable to believe that she has two different conditions 
instead of one. 

Dr. DonaLp M. Pittsspury: In most of these cases the alopecia precedes the 
development of the eruption on the trunk by varying periods of time. 

Dr. Georce Fonpé I think there is a characteristic distribution on the back 
that suggests an original diagnosis of pityriasis rosea. Possibly also the patient 
may have received arsenic, although no keratoses developed. 

Dr. Joun H. Stoxes: I do not think that any phase of this discussion has 
touched on the most interesting feature of this situation. I do not think any one 
can overlook the almost coal-black character of the pigmentation. I do not think 
that that can be regarded as a feature of lichen planus or anything of the sort, 
and it seems to me that it is urgent to make a biopsy to see whether the pigmenta- 
tion is due to a deposit of some unusual substance in the skin or whether the pig- 
ment is in the cells of the cutis or of the epidermis. I think that until a biopsy 
and a histologic study are made, the discussion is pure speculation. As far as the 
scalp is concerned, perhaps the woman has had a favus. 

Dr. Epwarp F. Corson: Not only is this pigmentation peculiar, but it seems 
to me that there are two kinds of pigmentation: There are a number of lesions 
which are of a rather lighter color, having more of a brownish tinge, and there 
are streaks running either across the joints or around the waist that are of a 
bluish color, darker than the others. If the patient gave different information 
regarding these appearances alone, one might consider a diagnosis of acanthosis 
nigricans or regard the disorder as the remains of urticaria pigmentosa. 

Dr. F. D. WempmMan: It appears to me that these two conditions—that on 
the scalp and that on the body—are quite distinct. In the scalp there is simply 
an atrophy of the skin. Of course, whether the sample of skin submitted came 
from the center or from the margin of one of these areas I do not know. I think 
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that the microscopic picture, however, rather disposes of the item of cicatrization. 
\s to the pigmentary changes on the skin, under the magnifying glass it is seen 
that in certain places the pigment is localized in rather ill defined elevations or 

It is essential, I think, that a biopsy be made. I do not think that the 


papules. 


condition is Darier’s disease, of which one thinks in passing. As to the possibility 
f a dermatitis due to bismuth, I take it that this has been eliminated from the 


situation. One must not forget that there is a new spectroscopic method by which 
the identity of the pigmentation can be settled if it is a metallic pigment. 


Dr. S. S. GREENBAUM: I wish to thank the members for their discussion. In 
reasoning back I believe that the pigmentation was lichen planus. However, a 
biopsy of the lesion on the scalp failed to show an increase in connective tissue, 
which one would expect in a case of lichen planus atrophicus. 


PULMONARY TUBERCULOSIS. Sarcorp. Presented by Dr. Donatp M. PILissury. 


S. B., a Negress aged 45, presents on the face, neck, back, chest, arms, thighs 
and sacrum numerous papules and small tumors; some papular and others nodular, 
most of which are subepidermal. The patient has multiple movable nodules on 
the back which are subcutaneous. A typical lesion is purplish and somewhat 
nodular and presents small papules about the periphery. There is a yellowish 
appearance to some of the lesions. The larger lesions are flat; some of them are 
annular. On the back of the neck are several groups of lesions suggesting lichen 
nitidus. The eruption on the body is of two years’ duration; it started on the right 
forearm, lesions appearing progressively over the entire body except the lower 
portions of the legs and the palms and soles. There has been no itching. The 
patient has lost 65 pounds (29.5 Kg.) in the last year and has had a moderately 
severe cough. At the clinic for diseases of the chest the condition was diagnosed 
as pulmonary tuberculosis; this diagnosis was confirmed by roentgen examination. 
The spleen is palpable. Laboratory examination of the urine, sputum and blood 
revealed nothing abnormal. The bones of the thorax and the spine are normal. 
Roentgenograms of the phalanges have not been made. Nasal smears showed no 
pathogenic organisms. Biopsy of the lesion on the shin showed the typical picture 
of Boeck’s sarcoid. 

DISCUSSION 

Dr. WiLL1AM O. Roop, Atlantic City, N. J.: The subject of sarcoid seems to 
be receiving a good deal of attention. Some writers describe three, others four, 
distinct types. I agree with the diagnosis of sarcoid, but I think that the diagnosis 
should specify what particular type the disorder is considered to be. Personally, 
I believe that this is an excellent example of the Darier-Roussy type of sarcoid. 


Dr. Donatp M. Pittspury: All the members have been impressed by the 
variety and the number of cases of cutaneous tuberculosis and sarcoid, or Besnier- 
Boeck’s disease, in patients that have been presented before the society during the 
past few years. I should like to call the attention of the members to a rather 
startling hypothesis advanced by Filho and recently reported in the correspondence 
of The Journal of the American Medical Association (105:1205 [Oct. 12] 1935). 
Filho expressed the belief that sarcoid is possibly a variant of leprosy occurring 
in temperate zones. He pointed out that the osseous lesions of leprosy and sarcoid 
may be quite similar in some cases, that the specific rhinitis which occurs in some 
cases of Boeck’s disease responds not to arsenic but to chaulmoogra esters, as 
does leprosy, and that in some cases of leprosy the pathologic picture is similar 
to that of sarcoid, namely, a pure epithelioid cell invasion without any other cellular 
elements to speak of. The adenopathy present in cases of sarcoid may be quite 
indistinguishable, both clinically and histologically from that present in cases of 
leprosy. Patients with sarcoid and those with leprosy usually show anergy to 
tuberculin, and cultures of material from the lesions usually show Streptothrix 
and a gram-positive bacillus ; and inoculations of tissue may result in failure or in 
development of a lesion showing acid-fast bacilli. 
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Dr. J. M. ScurLpKrAvuT, Trenton, N. J.: The suggestion of Dr. Pillsbury js 
interesting in connection with the case of the patient I presented last month (this 
issue, page 750, with a diagnosis of possible leprosy. That patient several months 
before had elevated lesions where there are flat lesions at present, and the lesions 
had the appearance of sarcoid. 

Dr. F. D. Wemman: The character of the individual lesions in this case js 
similar to that of the lesions of the patients Dr. Klauder and I have presented before 
the society. This patient has a moderate adenopathy. There was advanced pul- 
monary tuberculosis with cavitation in one of our patients who was examined at 
necropsy, and for a number of weeks before death acid-fast organisms had been 
constantly found in the sputum. The other features, namely, the scaliness and 
ulceration, are not present in this patient. The ulcerative changes take place 
comparatively late in the infection, and the scaliness is a variable symptom. The 
histologic picture in this case is quite good for sarcoid of Boeck. In the cases 
which Dr. Klauder and I have seen the picture has been more that of tuberculosis 
with extensive caseation of the centers of the granulomas. Later in the course of 
the disease this patient may present the picture of tuberculosis. Tentatively, I agree 
with the diagnosis of sarcoid of Boeck with a possibility of the picture changing 
later on. As to leprosy in this class of cases, Lewandowsky has reported finding 
avian tubercle bacilli two or three times. The finding has not been repeated by 
others. There are suspicions that the avian tubercle bacillus may be related to 
the bacillus of leprosy. 


MINNESOTA DERMATOLOGICAL SOCIETY 
D. D. Turnacuirr, M.D., Secretary 
Oct. 4, 1935 


HAMILTON Montcomery, M.D., President 


A CASE For Diacnosis (RAyNAuD’s DISEASE? ACROSCLEROSIS OF SELLEI?). Pre- 
sented by Dr. H. E. Micnerson, Minneapolis. 

A. F., a man aged 36, states that he began to have pain in both wrists in 
December 1934. This continued until March 1935, at which time he noticed 
swelling, attacks of blanching and a feeling of cold and pain on exposure to cold 
in both hands. At about the same time there appeared tiny ulcers on the tips 
of the fingers and callous areas on the tips of the ears and on the plantar surfaces 
of the toes. Before this his general health had been good. 

There are no abnormalities other than those referable to the skin. The fingers 
seem diffusely swollen, although there is no clubbing. There are superficial ulcers 
on the tips of the fingers. The color of the skin of the hands varies from pale 
to cyanotic red. There are callous areas on the tips of the ears and on the plantar 
surfaces of the toes. The skin of the face, especially about the nose, seems more 
tense than normal. Neurologic examination showed no signs of syringomyelia. 
The pulse in the dorsalis pedis artery was palpable. 


Lupus Vutcaris. Presented by Dr. JoHn F. Manpen, St. Paul. 


K. D., aged 22, first noticed small papular lesions on the tip of the nose in 
1925. The eruption progressed until December 1934; at that time the anterior 
half of the nose was entirely destroyed and there was scarring on the upper lip 
and malar eminences. The scarring was studded with active apple jelly nodules 
of lupus vulgaris. The patient has received roentgen irradiation and shows what 
appears to be a roentgen ray dermatitis in parts of the scar. He has also been 
given a low salt diet and ultraviolet irradiation locally. The eruption was treated 
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by punctate actual cautery from December 1934 until June 1935; at the end of 
the period of treatment there were no demonstrable active lesions, and none 
ppeared until October 1935. The material for a biopsy was removed and a 
liagnosis was made by Dr. Michelson in June 1926. 


Necroprosis LirporpicA DIABETICORUM. Presented by Dr. SAMUEL E. SWEITZER, 

Minneapolis. 

L. A., a girl aged 16, states that about nine months ago she noticed a lesion 

n the front of the right leg midway between the ankle and the knee. A diag- 
nosis of diabetes mellitus was made at the Minneapolis General Hospital in 1931. 
At the onset the lesion was about the size of a dime, and it has gradually grown 
until it is about 2 inches (5 cm.) in diameter. In October 1935 a new lesion 
appeared near the right knee. Both lesions have been asymptomatic, and the 
atient’s general health has been good. 

There are two plaques on the anterior tibial surface of the right leg which 
are similar in all respects except in size. They are lilac-colored at the borders 
and show a yellowish-orange hue toward the central portions. The overlying skin 
appears thin and atrophic, and there is a slight amount of silvery scaling. 

A section is presented. 


GRANULOMA ANNULARE. ERYTHEMA ELEVATUM DriuTINUM. Presented by Dr. 
Joun F. Mappen, St. Paul. 


Mrs. A. J., aged 23, states that her eruption started on the dorsum of the 
right foot four years ago. Since that time lesions have appeared on the dorsa 
of the hands, especially over the knuckles, and on the extensor surfaces of the 
knees. The lesions are round or oval rings made up of several discrete deep- 
seated pink or flesh-colored papules which are painless and freely movable. There 
are also irregular, firm reddish-purple plaques. The annular lesions are now 


present on the hands and fingers, and the plaques appear on the legs and knees. 
There is no history of tuberculosis in the patient’s family. The Mantoux test, 
the Wassermann test of the blood and urinalysis gave normal results. A section 
from a lesion of the erythema elevatum diutinum type is presented. 


DISCUSSION 

Dr. H. E. Micuerson, Minneapolis: I have never been able to make a diag- 
nosis of erythema elevatum diutinum. I regard the condition as a variant of 
granuloma annulare. On the basis of personal experience my co-workers and I 
have not been able to classify granuloma annulare with the tuberculous diseases. 
The absence of allergy and the lack of positive findings still justify one in keeping 
an open mind on this entire question. 

Dr. Hamitton Montcomery, Rochester, Minn.: I wish to emphasize that 
erythema elevatum diutinum has a distinctive histologic picture characterized by 
hyalinization of the walls of the vessels, infiltration by polymorphonuclear leuko- 
cytes and absence of any areas of necrosis. Furthermore, in the literature some 
cases have been reported as instances of erythema elevatum diutinum in which 
the histologic picture was that of granuloma annulare and the disease was probably 
improperly labeled erythema elevatum diutinum. 

Dr. JoHN F. Mappen, St. Paul: The literature seems to be vague in differ- 
entiating between these two eruptions, and most authors agree only on the 
fact that erythema elevatum diutinum appears in the form of plaques and granuloma 
annulare in the form of annular lesions. The histopathologic differences are often 
disputed. I think that the two eruptions are morphologic variations of the same 
disease. 
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LOS ANGELES DERMATOLOGICAL SOCIETY 
Tuomas W. Nisset, M.D., Secretary 
Regular Monthly Meeting, Oct. 8, 1935 


NELson Paut AnpeERSON, M.D., Chairman 


CuTANEOUS Btastomycosis. Presented by Dr. Saut S. Rosinson and Dr. 

KENDALL FRost. 

D. S., a Mexican laborer aged 32, worked in a slaughter house in 1919 and 
1920. He underwent an operation for an anal fistula in 1928. The same year he 
noticed the lesion on the right buttock. The growth of the lesion has been 
gradual. There is an elevated pear-shaped, irregular, lobulated mass on the inner 
aspect of the right buttock. A complete medical examination showed no evidence 
of systemic involvement. Smears showed blastomycetes, including double-con- 
toured and budding forms. Cultures on Sabouraud’s medium and on dextrose agar 
gave negative results. Roentenograms of the osseous system showed no abnormali- 
ties; those of the chest showed fibrosis of the apex of the right lung. The Was- 
sermann reaction of the blood was negative on Aug. 1, 1935. Material for a biopsy 
was obtained, but the slide is not ready. The patient has been taking 4 teaspoonfuls 
of potassium iodide daily, and improvement has occurred in the lesion. 


DISCUSSION 
Dr. Moses Scuoitz: This condition is hard to classify. Without knowing the 
detailed history I suspected that it might be cutaneous verrucous tuberculosis. 
Dr. STANLEY CHAMBERS: My first impression was that the disorder might be 
hypertrophic lupus vulgaris. It would be interesting to study histologic sections. 


Dr. W. H. GorcKeRMAN: I am of the same opinion. I thought of the pos- 
sibility of a tuberculous lesion, but since blastomycetes were found, I believe that 
the diagnosis suggested by the presenters is correct. 

Dr. L. F. X. Wituetm: Clinically the disorder resembles tuberculosis of the 
skin, but in view of the presence of blastomycetes in the smear the diagnosis of the 
presenters is undoubtedly correct. 

Dr. Saut S. Rosrnson: When we first saw the patient the lesion was much 
larger than it is now, and it had many small pustules on the surface. No difficulty 
was experienced in obtaining a seropurulent discharge from the pustules, in which 
double-contoured budding yeast cells were found. Dr. Campbell and I found them; 
later the patient was seen by Dr. Frost, who corroborated the diagnosis. With 
oral administration of potassium iodide the lesion has decreased in size and the 
pustules have disappeared. The patient has received that medication only about 
three weeks; he is now receiving 240 grains (15.5 Gm.) of potassium iodide 
daily. 


ACRODERMATITIS CHRONICA ATROPHICANS. Presented by Dr. STANLEY CHAMBERS. 


This patient’s disorder began in 1910. He states that the first lesions were 
small and medium-sized papulonodules, which broke down to form small ulcers. 
These occurred from time to time, healed, and left scars. Such a course, according 
to the patient’s statement, has continued up to the present time. He gives no 
interpretation of the diffuse atrophy which now constitutes a major portion of the 
picture, but he states that during the inflammatory phase some of the deep nodules 
coalesce and form a large patch. This presents the clinical picture of edema and 
erythema and slowly subsides. The patient was at one time told that the condition 
was sporotrichosis, and he claims that the organisms were identified. The lesions 
as described by the patient were symmetrical from the onset. His general health 
has been unimpaired, and he has not been disabled. 
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There is a rather diffuse involvement of the skin of both legs and of the sides 
of both feet. The predominant picture is a diffuse atrophy, throughout which 
many telangiectatic vessels can be seen. Numerous isolated, deep, small scars are 
present throughout most of the affected skin. However, there are large areas 
involved which present no other change than the diffuse atrophy. This is important, 
in that clinically there does not seem to be a definite relationship between the 
small ulcers and the diffuse atrophy. At present there is one small, deep ulcer on 
the left tibial surface, measuring about 0.25 cm. in diameter. This lesion at present 
is noninfammatory. Examination of lymphatics extending up from that region 
on both legs does not reveal any nodules and discloses no palpable or visible 
pathologic changes. 

A biopsy was made, and the microscopic examination revealed a classic picture 
of acrodermatitis chronica atrophicans in both the edematous and the atrophic 
phase. 

DISCUSSION 

Dr. W. H. GoecKERMAN: Dr. Chambers’ opinion is probably based on some- 
what prolonged observation. I do not see how one could express an opinion on 
seeing this patient for the first time. I cannot quite conceive how the diagnosis 
was arrived at. The patient has definite pitted scarring. He states that the 
condition has been present for twenty-five years, and if the diagnosis suggested by. 
the presenter were correct, the patient would show distinctly different changes in 
the skin. I should not care to make a definite diagnosis without more detailed 
study. 

Dr. L. F. X. WirHEtm: I was likewise impressed by the fact that the involve- 
ment is markedly limited for the duration of time as given. 

Dr. H. C. L. Linpsay: If the patient were a woman and the condition had been 
present for so long, I should suspect a chronic erythema induratum with scarring 
caused by the lesions. 

Dr. SAMUEL Ayres Jr.: I do not agree with the diagnosis of acrodermatitis 
atrophicans. My opinion is that the process consists of vascular damage. The 
patient has varicose veins and extensive focal infection. He has had many teeth 
extracted and has had his tonsils removed, and he still has symptoms that suggest 
sinusitis. With this history it is not at all difficult to conceive of a toxic or embolic 
process in the legs. There are secondary sclerodermatous changes. Histologically 
it seems to me there is far too thick a layer of collagen for acrodermatitis chronica 
atrophicans. The skin is certainly not bound down in acrodermatitis as it is in this 
case. 

Dr. Moses Scuortz: The clinical picture reminds one of acrodermatitis 
atrophicans, but on closer examination one notices a number of well defined discrete 
pitted scars, the occurrence of which would be unusual in acrodermatitis atrophicans. 
It is true, as one of the members stated, that in the number of years the condition 
is said to have been present an anetoderma as described by Jadassohn would be 
expected to develop. I wonder whether the condition is not a papulonecrotic 
tuberculid. 

Dr. STANLEY CHAMBERS: My co-workers and I are not firmly convinced that 
this is a clinical example of acrodermatitis atrophicans. However, that disorder 
does have various stages, and it is not necessary that all stages be seen in one 
picture. Cases have occurred in which the edematous phase covered one half of 
the lower portion of the leg and secondary pyogenic lesions appeared in these areas 
after the edema. We studied both the edematous and the atrophic lesions and 
found that in both the histologic picture was quite characteristic of acrodermatitis 
chronica atrophicans. Needless to say, other, more simple cutaneous diseases were 
considered, but those diagnoses failed to explain the changes completely. For want 
of a better interpretation and because the histologic picture was compatible with 
that of acrodermatitis atrophicans, we presented the patient in order that the case 
might be discussed. 
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Dr. Saut S. Rosrnson: I should like to see the elastic tissue stain of that 
section. 


A Case For Dracnosis (AcNE NecroticA? Acnitis? LEWANDOWSKyY’s Syn- 

DROME?). Presented by Dr. STANLEY CHAMBERS. 

This patient’s disorder began in 1931 and has been continuous since then. 

On the nose, chin, forehead, cheeks and regions adjacent to the nose are 
erythematous papules intermingled with flushed areas. Along the temporal region 
of the scalp and in the occipital region are papules and pustules; interspersed are 
numerous scars of previous lesions. There are no typically necrotic papules, but 
borderline lesions between such papules and papules of rosacea are present. 

Roentgen examination on June 15, 1935, gave the impression that chronic 
minimal pulmonary tuberculosis was present. On May 14, 1935, the Wassermann 
reaction was negative. 

Biopsy of lesions from the face and scalp showed a clinical tuberculous archi- 
tecture and specific characteristics. 

DISCUSSION 

Dr. Moses Scuottz: This case also, I believe, gives an ample field for a 
difference of opinion. The lesions on the face impress me as being Lewandowsky’s 
rosacea-like tuberculid. However, the lesion on the scalp seems to be a good picture 
of the follicular infection to which Dr. Fred Wise gave the name of folliculitis 
abscedens et suffodiens. 

Dr. CHARLES R. Caskey: I agree with Dr. Scholtz’ diagnosis. 

Dr. Sau S. Rosrnson: I believe the manifestations to be typical of acne 
varioliformis or necrotica. The scars are depressed, and those on the scalp are 
typical. 

Dr. SAMUEL Ayres Jr.: I think that the condition resembles the entity which 
Lane described as acne necrotica miliaria. I do not consider it to be true acnitis 
or acne necrotica. I saw no lesions resembling the tuberculous type with necrosis. 
The only lesions I could see were fairly superficial follicular pustules. There are 
many pitted scars, it is true. I asked the patient how long it took for a lesion to 
come and go, and he said about a week. It is true that the microscopic examination 
shows giant cells, but I do not believe that that is sufficient to justify the diagnosis 
of acne necrotica. Of course, one cannot tell in one observation. 

Dr. L. F. X. WituHeEtm: I believe that the condition is acne necrotica. 

Dr. W. H. GoecKERMAN: I agree with that diagnosis. Dr. Chambers has 
presented the evidence just as I should have. 

Dr. STANLEY CHAMBERS: I think that Dr. Montgomery presented this patient 
some time ago. Contrary to the accepted opinion, these lesions occur commonly. 
My co-workers and I have now seen three such cases in which there was histologic 
evidence justifying the diagnosis of Lewandowsky’s rosacea-like tuberculid, and 
we believe that by careful observation and checking a rather extensive group of 
cases of this condition could be identified in a short time. The histologic picture 
is compatible with tuberculosis. I believe this patient also has a systemic tuber- 
culosis. It may be wise to consider the pathologic background more thoroughly 
in deciding on treatment. 


VITILIGO, RECURRENT AFTER APPARENT Cure. Presented by Dr. H. C. L. Linpsay. 


A. L., a Negress, a housewife, states that her mother has areas of vitiligo on the 
legs below the knees, but except for that is in good health and has four children. 
There is no history of tuberculosis or syphilis in the family. The patient’s husband 
is well, and his history is irrelevant. The patient’s only child is 8 months old. 

The area of vitiligo was first noticed when the patient was 5 years of age. It 
began as a spot on the ventral surface of the right wrist. It began to enlarge in 
1933, and in 1935 other spots appeared on the hands and arms. The patient has 
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| one lesion on the corner of the mouth and one on the left ankle. Her general 
alth is good. Examination of the urine and of the blood and other laboratory 


ne 


tests gave negative results. The patient received injections of gold sodium thio- 
<ylfate in 1930. The spot disappeared after ten injections had been given. Vitiligo 
recurred in 1933 in the same place, appearing on the right wrist. Two intravenous 
injections of gold sodium thiosulfate were given in April 1934, and then no treat- 
ment was administered until the present series was begun in August 1935. Five 
itments have been given, and there has been definite improvement from the start. 


tre 


DISCUSSION 


Dr. L. F. X. WirHetm: I think it is interesting to see the effect of gold 
sodium thiosulfate on several lesions. Apparently the cure produced by the gold 
sodium thiosulfate is only temporary. 

Dr. STANLEY CHAMBERS: I have tried repeatedly to produce some improvement 
in vitiligo by treatment with a gold preparation, and so far I have been unsuc- 
cessful. I have seen vitiligo disappear under treatment with an ovarian preparation. 

Dr. CHARLES R. Caskey: I have never been able to get results with gold 
sodium thiosulfate in the treatment of vitiligo. 

Dr. SAUL S. Ropinson: In one of four cases in which I used a gold preparation 
in the treatment of vitiligo the lesions disappeared. That was two years ago, and 
there has been no recurrence. 

Dr. SAMUEL AyrRES Jr.: Last year Dr. Sophie Lurie presented a patient with 
vitiligo who had received bismuth therapy. Dr. Lurie thought that good results 
were obtained. My colleagues and I are treating several patients with vitiligo with 
bismuth at present. In one patient about 15 per cent improvement has followed 
seven intramuscular injections of bismuth subsalicylate. There was no question 
as to the value of bismuth in that case. It remains to be seen whether treatment 
with bismuth is better than that with a gold preparation. 

Dr. C. R. Hattoran: In several cases I have seen vitiligo clear up under 
treatment with gold sodium thiosulfate. Even though in some cases the condition 
recurred, it is the only treatment which I have known to produce definite repig- 
mentation of depigmented areas. I think that Dr. Lindsay should be complimented 
for the work he has done in this case. 

Dr. H. C. L. Lirnpsay: I find that there are cases in which vitiligo does not 
respond to treatment with gold sodium thiosulfate. In this case the condition 
responded quickly to small doses of the medicament, and when the condition 
recurred it responded again. This is the last recurrence. My co-workers and I 
have treated successfully several patients who had recurrences. One patient has 
had no recurrence for four years and appears to be cured. 


Leprosy. Presented by Dr. Samuet Ayres Jr. 


R. A., a housewife aged 33, states that the present illness is of ten months’ 
duration. She first visited the clinic for cutaneous diseases of the Los Angeles 
County Hospital five months ago, where erythematous lichenified patches were 
noted about the arms and legs. One month later this condition had improved, 
but edema of the ankles was noted. A general examination gave negative results 
except for arthritis. Two months ago brownish-red discoloration was seen on the 
nose and above the left eye. No anesthesia was noted at that time. A diagnosis 
of acne rosacea was made. The patient was referred to the clinic for diseases of 
the nose and throat, where a diagnosis of vasomotor rhinitis was made and ultra- 
violet irradiation to the nose from a quartz mercury vapor lamp was prescribed. The 
patient was studied in the clinic for allergic diseases, but no relevant findings were 
arrived at. One week ago, when the patient came under my observation for the 
first time, a diagnosis of leprosy was considered; a nasal smear and a biopsy on 
material from the nose were made. 
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The right eyebrow is almost entirely missing, and there is no evidence of its 
having been rubbed off by scratching. There is a diffuse flushing on the nose. 
medial aspects of the face, middle of the forehead and region of the right eyebrow, 
The skin of the hands, arms, feet and legs has a thin, tissue-paper-like atrophic 
appearance. The patient can distinguish between a sharp and a dull object brought 
in contact with the hands, arms and face, but she states that the sensation in thes« 
areas is not altogether normal. The basal metabolic rate was + 9 per cent. Thi 
urine was negative, and the Wassermann and Kahn tests were negative on tw 
examinations. A nasal smear showed no acid-fast organisms. The results of 
biopsy have not been reported; a section is presented. 


DISCUSSION 

Dr. H. C. L. Linpsay: In most cases of leprosy the sections I have seen 
showed some cells in which the bacilli were more crowded, at least fifty or sixty 
bacilli appearing in one cell. I could not see such crowding in these cells. I could 
easily regard some of the bacilli as tubercle bacilli. 

Dr. L. F. X. Witnetm: I think that Dr. Ayres is to be complimented for 
diagnosing the condition on the basis of the loss of an eyebrow. 

Dr. W. H. GorcKERMAN: Leprosy is always fascinating. What always 
impresses me is the varied symptomatology appearing until the condition js 
markedly developed. If one looked for the description in textbooks every time, 
I am sure one would overlook many cases. I should like to know on what basis 
the diagnosis was first suspected or what the presenting symptom was. I could 
not elicit the history from the patient on account of her difficulty in expressing 
herself. 

Dr. SAMUEL Ayres Jr.: The first suspicion of leprosy arose because of the 
peculiar thinning of the right eyebrow, associated with an erythematous involve- 
ment of the skin and absence of itchng. The eyebrow was obviously not worn off by 
scratching, as in disseminated neurodermatitis, and the affected area lacked the 
features of alopecia areata. The redness and slight puffing about the nose and 
face, together with the tissue-paper-like superficially atrophic and ichthyosiform 
appearance of the extremities and the diminished sensation, all pointed to the possi- 
bility of leprosy. Diagnoses of eczema and acne rosacea had been made in the 
clinic for cutaneous diseases and in the clinic for allergic diseases, while a diagnosis 
of rhinitis was made in the clinic for diseases of the ear, nose and throat, but com- 
plete allergic studies and various therapeutic measures were unsuccessful. As far 
as the treatment is concerned my co-workers and I have contemplated the use of 
anthrax vaccine, as was reported recently by Roussel (J. Trop. Med. 38:133 
[June 1] 1935). Thirty or forty patients were treated by this means, and excellent 
results were obtained, especially in cases of maculo-anesthetic leprosy. 

Dr. H. C. L. Lirnpsay: I think that administration of a gold preparation 
should be useful in the treatment of leprosy. The causative organism is an acid- 
fast bacillus, and gold preparations have a strong bactericidal action on acid-fast 
bacilli. Often there are areas of vitiligo, and gold sodium thiosulfate is helpful 
in treating vitiligo. Theoretically treatment with a gold preparation should be 
helpful. 

Dr. E. D. Lovejoy: Some years ago treatment with a gold preparation was 
recommended in cases of leprosy, and it was given a trial in the Los Angeles County 
Hospital, but it was soon discontinued on account of severe reactions. 


A Case For Dracnosis (Sarcoi or Lupus EryTHEMATOSUS OF TUBERCULOUS 
OrIGIN?). Presented by Dr. Moses ScHortz. 


R. C., an American woman aged 35, is a beauty operator. The family history 
is unimportant. The patient had measles and was in the hospital for ten days. 
Pimples appeared two months previous to that illness. The patient appears under- 
nourished, frail and thin. On the right cheek near the nose there is a square, 
slightly elevated, umbilicated, pinkish plaque the size of a thumb-nail; it is covered 
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scant scales. Two similar patches the size of the head of a tack are located 
he lower maxilla and near the hair line in the center of the forehead, respec- 
Examination of the lungs showed no gross pathologic changes. Around the 
im there is a sluggish abscess with fistulas discharging pus. The Wassermann 
tion was negative. The patient has followed a Gerson-Sauerbruch diet; she 
- received injections of a gold preparation and four treatments with radium. Per- 
improvement has resulted. 


t 


ae 
DISCUSSION 


rarLes R. Caskey: My impression is that the condition is lupus erythe- 


S. Rosinson: I should diagnose it as hypertrophic lupus erythe- 


r. C. R. HALtoraANn: I agree with the diagnosis of the presenter. 


Dr. Moses Scuoitz: Clinically, of course, the condition is lupus erythematosus 
tumidus. However, I wish to emphasize the multiplicity and variety of names 
vhich describe the tuberculous condition. One might call it lupus erythematosus, 

-coid, acnitis, acne necrotica, tuberculid or what not. The patient has a cold 
fistulous rectal abscess. I rather suspect tuberculosis. The patient is extremely 

aciated and frail. Roentgenograms of her chest will be made. It is true that 
treatment with a gold preparation gives some results in cases of lupus erythe- 
matosus. Such treatment is also quite helpful in tuberculous conditions. Improve- 
ment has resulted from injection of a gold preparation. The two general 
practitioners who have seen this patient made a diagnosis of papulonecrotic 
tuberculid. One should not indulge in too much hair splitting. Names mean the 
same thing. The time will come when the classification will be simplified. My 
co-workers and I treat all patients with these conditions for tuberculosis, no matter 
which name we give to the disease. 


MANHATTAN DERMATOLOGIC SOCIETY 
Davin L. Satenstetn, M.D., Secretary 
Oct. 8, 1935 


Paut E. Becuet, M.D., Chairman 


MacuLtar AtropHy. Presented by Dr. Davin L. SATENSTEIN. 

C. J. B., a man aged 25, single, from the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital, states that he had no derma- 
tosis before the onset of the present disorder. During June 1932 there suddenly 
appeared on his back about twelve small, somewhat reddish, raised lesions. These 
gradually increased in size and new ones continued to appear, but none ever 
disappeared. At present he exhibits about forty lesions, varying in size from 

to 1% inches (0.61 to 3 cm.) in diameter. They are oval, slightly reddish, 
sharply defined, raised and soft. Some have wrinkled centers; others are somewhat 
doughy. There are no subjective symptoms, and the patient’s general condition 
has always been good. The Wassermann test and urinalysis gave negative results. 


LLEUKODERMA CENTRIFUGUM AcQguISTUM. Presented by Dr. Davin L. SATENSTEIN. 

J. G., a boy aged 8 years, first came to the Jersey City Medical Center, service 
of Dr. Wilbert Sachs, because of “spots” on the body. The family history was 
irrelevant. The boy had had pneumonia twice, but there was no history of other 
illnesses or of operations. 
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Eight months ago the mother noticed a brown spot the size of a small pinhead 
on the back. About four months later the skin around this became white. Fouyr 
months ago another brown spot appeared on the face, and a few weeks later the 
surrounding skin also became white. The patient has two lesions; one on the 
back, about 3 cm. in diameter, and the other on the face, 1 cm. in diameter. Both 
lesions are round, sharply defined and white, and in the center there is a small 
elevated brown papule. 

DISCUSSION 

Dr. IsaApoRE Rosen: I believe that these lesions belong to the nevus group, 
One sees patients with these manifestations who have distinct nevi in the center 
of the vitiliginous area. Recently I saw a patient who had a raised nevus in the 
center of several of the involved areas. 

Dr. GeorcE C. ANDREWS: I do not believe that this condition is uncommon. 
I have heard of one instance in which the leukoderma spontaneously disappeared, 
It is my impression that the central brown spot is usually a nevus. 

Dr. Max ScHEER: In this case the lesion in the center is a small red papule 
and not a brown macule. 

Dr. Davin L. SATENSTEIN: When I saw this patient a few weeks ago the 
center was definitely a flat brownish macule. Tonight it is somewhat reddish. 


TERTIARY SYPHILIS (ZOSTER DISTRIBUTION). Presented by Dr. MAx ScuHerr. 


H. K., a man aged 41, first came to the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital on Oct. 3, 1935, because of 
an eruption of several months’ duration on the right side of the forehead. In 
1916 the patient had had primary and secondary syphilis for which he received 
three intramuscular injections. Since that time he was in apparent good health. 
Seven months ago there developed on the right side of the forehead an eruption 
which, he states, consisted of small “blisters’. There was some pain associated 


with this eruption.. The patient used various salves, but no improvement resulted. 
During the past few weeks the condition has become markedly aggravated. 

At present the patient has an eruption on the right side of the forehead, 
extending from the hair line to within 1 inch (2.5 cm.) of the bridge of the nose. 
The eruption consists of many discrete and confluent reddish-brown papules and 
nodules. A number of these lesions show central ulceration. The largest lesion, 
which measures 1% inches (3.8 cm.) in diameter presents a serpiginous border. 
There are a few pigmented scars of previous lesions. The Kline reaction was 
4 plus. 

DISCUSSION 

Dr. Paut E. Becuet: The patient’s statements distinctly indicate that he 
had an attack of supra-orbital herpes zoster a few months ago. That the syphilitic 
lesions appeared in the site of the old zoster is probable, and this can easily be 
explained by the well known fact that syphiloderma frequently starts on the site of 
either trauma or preexisting disease. 


HEMOLYMPHANGIOMA WITH ZOSTERIFORM DISTRIBUTION. Presented by Dr. Max 

SCHEER. 

L. V., a man aged 21, single, born in the United States, presented himself at 
the dispensary of the Mount Sinai Hospital for treatment of an eruption which 
had been present for eight years. On the left upper scapular region, extending 
outward and downward on the postero-internal aspect of the left upper arm is an 
irregular band about 8 inches (20 cm.) long. This band consists of groups of 
shiny, raised, tough, translucent vesicles, the groups varying in size. In some 
places the vesicles are in closely set clusters; in other places they are more 
discrete. The individual lesions vary from the size of a pinhead to that of a 
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match-head. The lesions in the upper half of the involved area are purplish red 
or hemorrhagic. Soft subcutaneous bean-sized masses can be felt in the postero- 
internal region of the upper portion of the left arm. 


DISCUSSION 
Dr. Davip L. SATENSTEIN: I recall a case in which the condition was similar 
that exhibited by this patient and in which on microscopic study colloid degenera- 
tion rather than a lymphangioma was found. 


LYMPHANGIOMA. Presented by Dr. Max SCHEER. 

S. F., a boy aged 8 years, first came to the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital on Jan. 1, 1935, because of 
an eruption which had, since birth, involved the left side of the thoracic wall. In 
that area there was a large, soft mass which was surgically excised several months 
ago at St. John’s Hospital. The microscopic diagnosis based on examination of 
the material submitted to the laboratory was hemangioma. 

At present the patient presents an angulated operative scar on the left side of 
the thoracic wall. The skin and scar are studded with numerous discrete and 
confluent flat pinhead-sized papules. These lesions are not scaly, and the majority 
of them are slightly paler than the normal surrounding skin. One small group of 
lesions are from deep red to purple. There are a few small translucent vesicles 
which exude a serous fluid when punctured. The biopsy showed a superficial 
lymphangioma. 


SECONDARY SYPHILIS (ATYPICAL). Presented by Dr. Paut E. BEcHET. 

P. P., a man aged 45, came to the Skin.and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital on Oct. 1, 1935, because of lesions 
which, he stated, had been present for three weeks. On the palms and soles there 
are dark red to brown scaly macules and papuies; there is some scaling between 
the lesions, and here and there thickened epithelial patches are present. The 
edges of the toes are bound by thickened cornified ridges. There is not a single 
lesion elsewhere on the body except one or two pinhead-sized scaly papules on 
the right leg, which on scratching reveal silver-like scaling, greatly resembling 
psoriatic lesions. On the posterior third of the tongue, anterior to the circum- 
vallate papillae, are small papillomatous growths. Clinically the lesions resemble 
an arsenical keratosis far more than they do syphilis. The nails are unaffected, 
and there is no history of ingestion of arsenic. The patient states that he was 
exposed to infection in May 1935 and that four weeks later a “sore” developed 
on the perineum near the anus. There is a superficial scar at the site of the 
original lesion. The epitrochlear and inguinal lymph nodes are enlarged. There 
are a few thickened leukoplakic lesions on the buccal mucosa. The Kline reaction 
was 4 plus. Histologic examination of a papule from the palm showed a rather 
marked focal cellular infiltration about the vessels of the entire cutis, somewhat 
diffuse in the subepidermal region. The cellular elements were composed chiefly 
of small round cells and occasional plasma cells. The walls of the vessels were 
considerably thickened, and in some parts the lining was so swollen as to occlude 
the vessel. The epidermis was irregularly acanthotic. The granular and horny 
layers were increased. 

DISCUSSION 

Dr. IsApoRE Rosen: It would be difficult, from a clinical standpoint, to make 
a diagnosis of syphilis on the basis of these palmar and plantar lesions. The 
presence of a positive Kline reaction alone is not sufficient evidence that this 
condition is of syphilitic origin. 

Dr. Paut E. Becuet: The patient gives a definite history of exposure in May, 
and a lesion developed four weeks later near the anus. The biopsy showed 
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syphilis. There is a generalized adenopathy. The Kline reaction was 4 plus, 
This array of evidence is strong presumptive proof that the lesions are syphilitic 
despite their atypical appearance. The diagnosis of syphilis, however, cannot be 
made on the objective evidence, for the eruption resembles either psoriasis or 
arsenical keratosis. 


LYMPHADENITIS (INFLAMMATORY). Presented by Dr. GeorGe C. ANpbrREws. 


C. A., a man, was presented before the section of dermatology and syphilis 
of the New York Academy of Medicine on Feb. 5, 1935 (Arco. Dermat. & Sypu, 
32:962 [Dec.] 1935). A second biopsy, made at the Lincoln Hospital, gave the 
following results: 1. Sections of the skin showed an absence of hyperkeratosis, 
The rete pegs were moderately hyperplastic. The derma consisted mainly of 
hyalinized connective tissue containing few nuclei. A definite cellular reaction 
was present in the derma, extending well up into the papillary layers. This reaction 
was mainly perivascular but also filled the tissue spaces and lymph channels. 
These cells were mainly lymphocytic, but among them were a profuse admixture 
of eosinophils and reticular (endothelial) cells. The reticulum cells were quite 
swollen and some were bilobed. The picture was not that of Hodgkin’s disease. 
2. The lymph node examined was large and succulent. The architecture was 
preserved. The striking features were the enlarged germinal centers and the 
increase of peripheral lymphocytes. Hyperplasia of the reticulum cells was 
moderate. There was no significant new formation of collagen fibers. Cell types 
were uniform. The histologic picture was not that of lymphadenoma. Eosinophils 
were numerous and the number of polymorphonuclears was minimal. The eosin- 
ophilia indicated the hematologic response to the generalized cutaneous eruption. 

The report on the biopsy also stated that a definite dermatologic diagnosis 
based on examination of the skin could not be made until further consultation with 
specialists. 

DISCUSSION 

Dr. Frep Wise: From the clinical aspect, the diagnosis of a form of lympho- 
blastoma is certainly indicated. I believe that repeated examinations of the blood 
will later reveal a specific leukemic change. 

Dr. J. FRANK FRASER: The condition probably belongs to the lymphoblastoma 
group. About one year ago I presented a patient before this society regarding 
whose condition there was a difference of opinion among the members; some 
considered it to be mycosis fungoides; others diagnosed it as psoriasis. The 
histologic picture supported the latter diagnosis, but later tumors developed, 
sections from which showed a typical histologic picture of mycosis fungoides. On 
reexamination of the original sections on which the diagnosis of psoriasis was 
based my co-workers and I were able to demonstrate mitotic figures and other 
features characteristic of mycosis fungoides. I suggest that another biopsy be 
made. 

Dr. GeorceE C. ANDREWS: This patient has had six biopsies, and it is hard 
to persuade him to submit to another one. The liver and spleen are much enlarged. 
The condition has not responded to roentgen treatment. 


PsorraAsis AND Lupus EryTHEMATOSUS. Presented by Dr. Paut E. BeEcuer. 
K. O., a woman aged 46, has received treatment irregularly at the Skin and 
Cancer Unit of the New York Post-Graduate Medical School and Hospital for 
severe psoriasis. From June 20, 1922, to April 10, 1930, the period during which 
the patient received treatment, she had no facial lesions. In the summer of 1935, 
after she suffered a severe sunburn, lesions began to appear on the face. When she 
reappeared for treatment she presented an interesting group of lesions. On the 
scalp, behind the ears and on the trunk and extremities were characteristic 
patches of psoriasis. On the face there was a large sharply defined orbicular 
patch surrounding the mouth and extending beyond the mucocutaneous junction 
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both lips. Several other patches on the cheeks and chin could be discerned. 
[hey were dry, scaly and erythematous. On the right side of the chin there was 
an erythematous patch, about 2 mm. in diameter, which was raised above the level 
of the skin. Its central portion showed some atrophy, and it was distinctly 
telangiectatic. A biopsy of material taken from this lesion showed a marked 
cellular infiltration, partly focal and partly diffuse, throughout the upper and 
middle, and about the adnexa in the deep layers of the cutis. There was an 
intense interstitial edema in the upper layers of the cutis, and in some areas a 
uggestion of basophilic degeneration was present. The cellular infiltrate was 
composed chiefly of small round cells. The epidermis was somewhat acanthotic, 
and the follicles were slightly dilated. The elastic tissue in the middle layers of 
the cutis was partly broken up and partly wanting; in the subepidermic region 
it was considerably clumped. 
DISCUSSION 

Dr. IsApoRE Rosen: I do not recall ever having seen lupus erythematosus and 
psoriasis occurring together in the same patient. I have seen patients, however, 
with psoriasis of the face which was diagnosed as lupus erythematosus but ulti- 
mately was proved to be psoriasis. 

Dr. Paut E. Becuet: Dr. Rosen’s statement brings out the reason for 
presenting the patient. Typical psoriasis associated with lupus erythematosus of 
the face simulating psoriasis is not a common dermatologic phenomenon. 


LYMPHANGIOMA CIRCUMSCRIPTUM. Presented by Dr. Paut E. BEcHert. 


M. A., a girl aged 17, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital on Oct. 8, 1935, stating that for 
eight years she had had a lesion on the left buttock. Over the entire lower left 
quadrant of the left buttock there is an eruption consisting of numerous discrete 
and confluent vesicles, from the size of a pinhead to that of a pea, filled with blood 
and lymph. In the central portion there is a patch of confluent vesicles measuring 
2.5 by 5 mm. in diameter. A biopsy was done yesterday, but a report has not 


been received. 
DISCUSSION 
Dr. Davin L. SATENSTEIN: I suggest that the lesions be seared with the 
cautery with just enough heat to dry but not destroy the tissue. The cosmetic 
results obtained with that method are good. 





Book Reviews 


Medical Mycology, Fungous Diseases of Men and Other Mammals. By 

Carroll William Dodge. Price, $10. Pp. 900, with 142 illustrations. 

St. Louis: C. V. Mosby Company, 1935. 

This work undertakes to cover the vast and complicated subject of medical 
mycology and shows thoroughness and exact scholarship in doing so. Its plan 
is comprehensive and well carried out. It begins with six chapters on the general 
principles of mycology: 1, “General Morphology”; 2, “Physiology of Fungi”: 
3, “Culture Media”; 4, “Isolation of Microorganisms”; 5, “Microscopy”; 6, 
“Botanical Nomenclature.” 

These subjects are well covered in 100 pages. Then Dodge proceeds to the 
enormous subject of the detailed consideration of the various forms of fungi. These 
considerations are exact and detailed. The work is that of a scholarly technical 
expert. Of course the discussion of the pathogenic fungi of the skin occupies a 
large part of the work; the discussion of the trichophytoneae, for example, occupies 
more than 175 pages, and the other cutaneous fungi are considered with equal 
thoroughness. Each subject is documented with precise care. Nomenclature is 
considered in the same spirit. Indeed, the entire book is a monument to the 
author’s exact knowledge and fine scholarship. He has performed a great service 
to dermatology in giving the work. 


Emotions and Bodily Changes, A Survey of Literature on Psychosomatic 
Interrelationships, 1910-1933. By H. Flanders Dunbar. Price, $5. Pp. 595. 
New York: Columbia University Press, 1935. 

In this work Dunbar has undertaken primarily the essential task of summariz- 
ing the present knowledge of the effects of the emotions on bodily changes, and 
more than 400 pages is given to this summary, beginning with a chapter on the 
nervous system and ending with one on the osseous system. In this summary is 
included a review of the authentic recorded knowledge on the subject of the 
influence of the nervous system on the body. There is an extremely useful chapter 
on the effects of nervous factors on diseases of the skin. Preceding this elaborate 
summary there is, in part one, of 110 pages, a general consideration of the subject 
of psychosomatic changes, under the title of “Orientation and Methodology.” It 
is difficult reading, but the material is worth while in giving an orientation of 
this important field. Part three is a short chapter of less than 20 pages, on 
therapeutic considerations. This is followed by an extensive bibliography. 

The author is especially interested in psychiatry, and his attitude is indicated 
by a quotation from Socrates, “Just as you ought not to attempt to cure eyes 
without head or head without body, so you should not treat body without soul.” 
3ut his interest in psychiatry is evident only in the background of full knowledge 
of the subject from which he writes. He is eminently sound and scientific. 
His object is to present in available form the present knowledge in the field of 
psychosomatic interrelationships, and he has done this with reasonableness and 
success. He states in effect: “Here are the facts; the presentation of them is 
my purpose in this book.” The work is worthy of study by all physicians; less 
intense application in reading is not worth while. It is particularly valuable to 
the dermatologist, not only for its chapter on the skin, but for its consideration 
of general principles in part one. 
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Klinik und Therapie der allergischen Krankheiten. By Dr. Erich Urbach, 
Privatdozent fiir Dermatologie an der Universitat Wien, 1. Assistent der 
Universitatsklinik fiir Geschlechts- und Hautkrankheiten in Wien (Vorstand 
Prof. Dr. W. Kerl). Price, 30 marks. Pp. 781, with 302 illustrations and 
24 tables. Vienna: Wilhelm Maudrich, 1935. 


There have been many monographs on “allergic diseases” in the German 
language but thus far no textbook on the subject. The present work is intended 
to supply this want, and the material on which it is based has been collected during 
the past fifteen years. The book is about evenly divided into two parts, a general 
and a special section. 

With respect to the chapters on diseases of the skin, the reviewer is impressed 
with the great amount of material which has piled up in recent years in relation 
to allergy and immunology and which in this work is well presented. 

Urbach’s references to the literature (and especially to American publications) 
are up to date and remarkably comprehensive in their scope. The work contains 
a4 great amount of original investigative and experimental data. Controversial 
matter, for example, the question of sensitization to iodides in Duhring’s disease, 
receives generous consideration; Urbach believes that the positive reaction is 
of no special significance in vesiculobullous eruptions. His work with propeptans 
has not received universal recognition; for instance, W. Jadassohn denies its 
value on both theoretical and practical grounds. 

The black and white photographs and the colored plates are numerous and 
excellently illustrate the text. The book contains many tables, charts, lists of diets 
and allergens, descriptions and explanations of technical laboratory procedures 
and so forth. 

The book is warmly commended because the reader begins the story at its 
beginning and, step by step, follows it to its conclusion in logical sequence. 


The Story of Medicine in the Middle Ages. By David Riesman. Price, $5. 
Pp. 402, with 80 illustrations. New York: Paul B. Hoeber, Inc., 1935. 


The reviewer wishes to call attention to Riesman’s valuable work. The person 
of average knowledge of medical history has some appreciation of that of Greece 
and Rome but is ignorant of the events in the field of medicine to the beginning 
of modern science. The space between is an unknown territory, and the assump- 
tion is common that it has no importance in the history of medicine. As a matter 
of fact, medicine was fermenting through most of the period, and medieval medicine 
forms a connecting thread with modern medicine. There has been no book available 
in English that gives a survey of this period, although interest in it has become 
common and there have been many papers on the subject. Riesman has filled 
this gap in the literature and in this work has given a delightful account of medical 
activities in the middle ages. His scholarship and philosophy show in its pages. 
Dermatology is a large part of medieval medicine; this makes the work one of 
particular appeal to the dermatologist, but it belongs in the library of physicians 
of culture in general. 





Books Received 


SERO-DIAGNOSTIC DE LA SYPHILIS: 
FLOCULATION. R. Demanche. 


Gaston Doin & Cie, 1936. 


REACTIONS D'HEMOLYSE, 


REACTIONS Dk 
Second edition. 


Price, 20 francs. Pp. 221. Paris 


Dig ANGEBORENE SYPHILIS IM LICHTE 30 JAHRIGER SPIROCHATEN- 5 


UND 25 
Prof. Dr. Erich Hoffmann. 
Berlin: S. Karger, 1936. 


JAHRIGER SALVARSANFORSCHUNG. 
>» 


Price, 4.60 marks 
Pp. 46, with 6 illustrations. 





Directory of Dermatologic Societies * 


INTERNATIONAL 
NintH INTERNATIONAL CONGRESS OF DERMATOLOGY AND SYPHILOLOGY 
erican Secretary: Dr. Howard Fox, 140 E. 54th St., New York. 


FOREIGN 


BritisH ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 
H. A. Dixon, President, Medical Arts Bldg., Toronto, Ont. 
Norman Wrong, Secretary-Treasurer, Medical Arts Bldg., Toronto, Ont. 
Place: Toronto, Ont. Time: May 1936. 


RoyaL Society oF MepbIcINeE, SECTION OF DERMATOLOGY 


\V. Barber, President, 7, Devonshire Pl., London, W. 1. 
uis Forman, Secretary, 7, Devonshire Pl., London, W. 1. 


NATIONAL DERMATOLOGIC SOCIETIES 


AMERICAN MeEpicat ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 
Harry R. Foerster, Chairman, 208 E. Wisconsin Ave., Milwaukee. 
J. Bedford Shelmire, Secretary, 1719 Pacific Ave., Dallas, Texas. 
‘lace: Kansas City, Mo. Time: May 11-15, 1936. 


AMERICAN BoArD OF DERMATOLOGY AND SyYPHILOLOGY 
Howard Fox, President, 140 E. 54th St., New York. 
C. Guy Lane, Secretary, 416 Marlborough St., Boston. 
Place: Kansas City, Mo. Time: May 11-12, 1936. 


AMERICAN DERMATOLOGICAL ASSOCIATION 
C. Guy Lane, President, 416 Marlboro St., Boston. 
F. D. Weidman, Secretary, University of Pennsylvania, Philadelphia. 
Place: New Ocean House, Swampscott, Mass. Time: June 4-6, 1936. 


SECTIONAL DERMATOLOGIC SOCIETIES 


CENTRAL STATES DERMATOLOGICAL ASSOCIATION 
1. G. Miskjian, President, 936 Rose Bldg., Cleveland. 
». W. Netherton, Secretary-Treasurer, 2020 E. 93d St., Cleveland. 
‘lace: Cleveland. Time: Dec. 5, 1936. 


I 
E 
I 


NorTHERN NEW JERSEY DERMATOLOGICAL SOCIETY 
Henry J. F. Wallhauser, President, Medical Tower, Newark. 
Louis J. B. LeBel, Secretary, 165 Grant Ave., Nutley. 
‘lace: Academy of Medicine of Northern New Jersey, Newark. Time: Third 
Tuesday of January, March, May, September and November. 
* Secretaries of dermatologic societies are requested to furnish the informa- 
n necessary for the editor to make this list complete and to keep it up to date. 
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SOUTHERN MeEpICAL ASSOCIATION, SECTION ON DERMATOLOGY 
AND SyYPHILOLOGY 


J. W. Roussel, Chairman, 150 Baronne St., New Orleans. 
Cornelius F. Lehmann, Secretary, 705 E. Houston St., San Antonio, Texas. 


STATE DERMATOLOGIC SOCIETIES 
CALIFORNIA MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, DERMATOLOGY 
AND SYPHILOLOGY SECTION 


William H. Goeckerman, Chairman, 1680 N. Vine St., Hollywood. 
Stanley O. Chambers, Secretary, 1210 Roosevelt Bldg., Los Angeles. 


FLor1pA SocIETY OF DERMATOLOGY AND SYPHILOLOGY 
J. L. Kirby-Smith, Chairman, 204 Laura St., Jacksonville. 
W. M. Sams, Secretary, 310 Ingram Bldg., Miami. 
LovuISIANA DERMATOLOGICAL SOCIETY 


M. T. Van Studdiford, President, 912 Pere Marquette Bldg., New Orleans. 
R. A. Oriol, Secretary-Treasurer, Maison Blanche Bldg., New Orleans. 


MASSACHUSETTS MEpICAL Society, SECTION ON DERMATOLOGY AND SYPHILOLOGY 


Harvey P. Towle, President, 453 Marlborough St., Boston. 
Rudolf Jacoby, Secretary, 270 Commonwealth Ave., Boston. 


MEDICAL SOCIETY OF THE STATE OF NEW YorK, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


Louis Tulipan, Chairman, 224 E. 17th St., New York. 


C. H. Peachey, Secretary, 197 S. Goodman St., Rochester. 


MEDICAL SOCIETY OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 


Abraham Strauss, Chairman, Medical Arts Bldg., Philadelphia. 
L. G. Bembauer, Secretary, 5026 Jenkins Arcade Bldg., Pittsburgh. 


MicHIGAN STATE MepIcaAL Society, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


A. E. Schiller, Chairman, 10 Peterboro St., Detroit. 
G. Warren Hyde, Secretary, 2501 W. Grand Blvd., Detroit. 


MINNESOTA DERMATOLOGICAL SOCIETY 


L. H. Winer, President, 78 S. Ninth St., Minneapolis. 
F. W. Lynch, Secretary, Lowry Medical Arts Bldg., St. Paul. 
Time: First Wednesday in October, December, February and April. 


OKLAHOMA STATE DERMATOLOGICAL SOCIETY 


Marque O. Nelson, President, 307 Medical Arts Bldg., Tulsa. 
Harry Green, Secretary, 1116 Medical Arts Bldg., Tulsa. 


TEXAS DERMATOLOGICAL SOCIETY 
J. C. Michael, President, 1215 Walker Ave., Houston. 
Everett R. Seale, Secretary, 1215 Walker Ave., Houston. 
Place: Austin. 





DIRECTORY 


LOCAL DERMATOLOGIC SOCIETIES 


BALTIMORE-WASHINGTON DERMATOLOGICAL SOCIETY 


Dudley C. Smith, President, University of Virginia Hospital, Charlottesville, Va. 
Francis A. Ellis, Secretary, 104 W. Madison St., Baltimore. 


Bronx DERMATOLOGICAL SOCIETY 


Eugene F. Kelley, Chairman, 93 Radford St., Yonkers, N. Y. 
Henry Silver, Secretary, 290 West End Ave., New York. 


BROOKLYN DERMATOLOGICAL SOCIETY 


Samuel Hecht, President, 679 Greene Ave., Brooklyn. 
Mortimer J. Cantor, Secretary, 907 St. Marks Ave., Brooklyn. 
Time: Third Monday of each month except June, July, August and September. 


BUFFALO-ROCHESTER DERMATOLOGICAL SOCIETY 


Earl L. Eaton, President, 40 North St., Buffalo. 
Richard L. Saunders, Secretary, 333 Linwood Ave., Buffalo. 


CENTRAL NEw YorK DERMATOLOGICAL SOCIETY 


George M. Fisher, President, 264 Genesee St., Utica. 
Rudolph Ruedemann Jr., Secretary-Treasurer, 214 State St., Albany. 


CHICAGO DERMATOLOGICAL SOCIETY 


William A. Pusey, President, 7 W. Madison St., Chicago. 
Max S. Wien, Secretary, 104 S. Michigan Ave., Chicago. 


CINCINNATI DERMATOLOGICAL SOCIETY 


Samuel Goldblatt, President, 3208 Colerain Ave., Cincinnati. 
Raymond G, Senour, Secretary-Treasurer, 19 W. 7th St., Cincinnati. 


CLEVELAND DERMATOLOGICAL SOCIETY 


H. G. Miskjian, President, 856 Rose Bldg., Cleveland. 
E. W. Netherton, Secretary, 2020 E. 93d St., Cleveland. 


Detroit DERMATOLOGICAL SOCIETY 


L. W. Shaffer, President, 1553 Woodward Ave., Detroit. 
William G. Saunders, Secretary-Treasurer, 9203 Grand River Ave., Detroit. 


Los ANGELES DERMATOLOGICAL SOCIETY 


N. P. Anderson, Chairman, 2007 Wilshire Blvd., Los Angeles. 
Thomas W. Nisbet, Secretary, 65 N. Madison Ave., Pasadena, Calif. 
Time: Second Tuesday of each month, October to May, inclusive. 


MANHATTAN DERMATOLOGIC SOCIETY 


Paul E. Bechet, Chairman, 55 Park Ave., New York. 
Mihran B. Parounagian, Secretary, 126 E. 39th St., New York. 


MoNTREAL DERMATOLOGICAL SOCIETY 


Alberic Marin, President, 1414 Drummond St., Montreal, Canada. 
Paul Poirier, Secretary, 2073 St. Denis St., Montreal, Canada. 


New ENGLAND DERMATOLOGICAL SOCIETY 


William P. Boardman, President, 388 Marlborough St., Boston. 
J. Harper Blaisdell, Secretary, 45 Bay State Road, Boston. 
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New York ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 
Max Scheer, Chairman, 509 Madison Ave., New York. 
Frank C. Combes, Secretary, 80 W. 40th St., New York. 
New York DERMATOLOGICAL SOCIETY 
R. H. Rulison, Chairman, 114 E. 62nd St., New York. 
Eugene F. Traub, Secretary, 140 E. 54th St., New York. 
OMAHA DERMATOLOGICAL SOCIETY 


Charles McMartin, Chairman, 611 City National Bank Bldg., Omaha. 
Donald J. Wilson, Secretary, 1216 Medical Arts Bldg., Omaha. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 


Herbert J. Smith, Chairman, 3305 N. 17th St., Philadelphia. 
Vaughn C. Garner, Secretary, Greene and Coulter Sts., Philadelphia. 


PITTSBURGH DERMATOLOGICAL SOCIETY 


Emerson Gillespie, President, 120 Tuscarawas St., Canton, Ohio. 
Joseph J. Hecht, Secretary, 506 Medical Arts Bldg., Pittsburgh. 


St. Lours DERMATOLOGICAL SOCIETY 
A. H. Conrad, President, 3720 Washington Blvd., St. Louis. 
Roy L. Kile, Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 
Place: Barnard Free Skin and Cancer Hospital. Time: Second Wednesday 

each month. 
San Francisco DERMATOLOGICAL SOCIETY 

L. R. Taussig, President, 384 Post St., San Francisco. 
John M. Graves, Secretary, 909 Hyde St., San Francisco. 





